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ORIGINAL COMMUNICATIONS. 


THE INFLUENCE OF CAFFEINE ON MENTAL AND MOTOR EFFICIENCY.! 


BY H. L. HOLLINGWORTH, Pa.D., 
Instructor in Psychology, Barnard College, Columbia University, New York. 


The conclusions to be summarized in this 
paper are the result of a very elaborate and 
carefully conducted series of experiments, 
which can be but briefly described in this 
connection. For complete description of 
the investigation the reader is referred to 
the writer's forthcoming articles in the 
American Journal of Psychology, the Psy- 
chological Review, and to a monograph 
appear as a number of the 
Archives of Psychology (Columbia Contri- 
butions to’ Philosophy and Psychology), 
Science Press, New York. R. S. Wood- 
worth, Editor. 


soon to 


Briefly stated the purposes of the inves- 
tigation were as follows: To determine both 
qualitatively and quantitatively the effect of 
caffeine on a wide range of mental and 
motor processes by studying the perform- 
ance of a considerable number of individuals 
for a long period of time, under controlled 
conditions; to study the way in which this 
influence is modified by such factors as the 
age, sex, weight, idiosyncrasy, and previous 
caffeine habits of the subjects, and the de- 
gree to which it depends on the amount of 
the dose and the time and conditions of its 
administration ; to investigate the influence 
of caffeine on the general health, on the 
quality and amount of sleep, and on the food 
habits of the individual tested; to inquire 
into the value and adaptability of a consid- 
erable array of simple tests with a view to 
their standardization for the purpose of 
pharmacodynamic research; and, finally, to 


1Read before the Section on Medicine of the College 
of Physicians of Philadelphia, Oct. 23, 1911. 


accumulate data on the effects of practice, 
fatigue, diurnal variations in efficiency, the 
physiological limit, individual and sex dif- 
ferences, and various other allied topics 
growing out of such an extended series of 
tests on a large number of individuals. 
Concerning the experimental technique 
practically nothing can be said in this short 
paper. Until the publication of fuller re- 
ports the reader must accept the writer's 
simple assertion that the procedure was 
characterized throughout by the most rigor- 
ous scientific method and precaution. Car- 
ried on in a specially equipped: laboratory, 
with the aid of six competent assistants and 
sixteen subjects, of both sexes and of wide 
range of ages, engaged for full-time service 
for a period of forty days, the experiments 
were planned so as to give reliable informa- 
tion on all the points mentioned in the 
preceding paragraph. By the use of control 
squads, and of control doses on all members 
of the caffeine squads, tests were made on 
capsules and solution doses, taken at various 
times of day. The form of caffeine used 
was the alkaloid, two different commercial 
brands being employed as a further check 
and control. The control dose was, for 
capsules, sugar of milk; for solutions, soda- 
fountain syrups indistinguishable in taste 
from the caffeine and syrup solution. Fur- 
ther control tests were made without the 
use of any dose whatever. No subject 
knew, throughout the investigation, whether 
or when he received caffeine. On three 
successive days all subjects were tested cons, 
tinuously from 10 A.M. until 10 p.m. On 
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the remaining 37 days they were tested five 
times daily on all tests, each session requir- 
ing one hour’s continuous work. 

The conclusions which follow are based 
on a careful study of over 76,000 measure- 
ments and over 800 efficiency curves. The 
impossibility of describing in any brief way 
the methods by which these data were ac- 
cumulated will be apparent. The character 
of the tests can again be but briefly pointed 
out. Chief among them were the following: 


THE TESTS. 


1. The steadiness test. A measure of the 
tremor in the extended arm. Measure— 
the number of movements of a stated mag- 
nitude in one minute. 

2. The tapping test. The time required to 
execute 400 taps with forearm, using elbow 
as fulcrum. Measure—time required for 
first 200, for second 200, and for total. 

3. The codrdination test. One hundred 
bull’s-eye strokes with hand stylus at three 
small holes arranged to form the corners of 
an equilateral triangle. Measure—time re- 
quired for 100 successive hits. 

4. Typewriting test. Daily work copying 
19 pages of Ruskin’s “Sesame and Lilies.” 
Measure—time, corrected errors, and un- 
corrected errors. 

5. Color-naming test. Naming correctly 
10 colors, each repeated ten times in random 
order, in ten rows of ten each. Measure— 
time. 

6. Calculation test. Adding 17 mentally 
and correctly to each of a series of 50 two- 
place numbers. Measure—time required. 

7. Opposites test. Giving the antonym of 
each of 50 words, occurring in random 
order, the order changed at each trial. 
Measure—time. 

8. Cancellation test. Marking out all the 
2’s, 3’s, 4’s, 7’s, and 9’s in a standard test 
blank. Measure—time. 

9. The familiar size-weight illusion. 
Measure—the amount of the illusion. 

10. Discrimjnation. Reaction time for 
discrimination of red and blue disk, reaction 
with appropriate and predetermined hand. 
Measure—average of 10 reactions at each 
trial; unit, .001 sec. 


11. Quality of sleep, classified as usual, 
better than usual, or worse than usual. 

12. Amount of sleep. Estimated number 
of hours sleep each night. 

13. General health and feeling of well- 
being. 

It should be remarked, before passing to 
a statement of results, that all the subjects 
lived according to a prescribed régime as to 
food, use of drugs, exercise and regularity, 
and on the three intensive days all were fed 
at the same table and remained in the 
laboratory throughout the whole period of 
the tests. All unavoidable irregularities and 
departures from the prescribed régime were 
reported, and in the case of the female 
subjects the beginning and end of the 
menstrual period were noted. 

I now proceed to a very brief statement 
of the character of the caffeine influence on 
efficiency in each of the above mentioned 
tests. 

The Steadiness Test—After 1 to 4 
grains of caffeine a slight nervousness en- 
sues, which is not apparent until several 
hours after the dose. After 6 grains there 
is pronounced unsteadiness, which begins to 
be manifested within an hour or so after 
the dose but which is still greater after three 
or four hours. Such unsteadiness as is 
produced is less clearly shown when the 
caffeine is taken in the forenoon or at 
lunch-time than when it is administered in 
the afternoon unaccompanied by food sub- 
stance. These results are exactly paralleled 
by the influence of caffeine on the quality 
and quantity of sleep and suggest an inti- 
mate relationship between the measurable 
tremor produced by caffeine on a given 
muscle group and the evident nervous ex- 
citement that is responsible for the insomnia 
produced by large doses of the same sub- 
stance. 

The Tapping Test.—The typical effect of 
caffeine on a motor process such as that 
involved in the tapping test seems to be 
stimulation, which is sometimes preceded by 
a brief and slight initial retardation. The 
magnitude of the stimulation varies directly 
with the size of the dose and is relatively 
slight when the caffeine is taken in the 
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forenoon. The effect begins in from forty- 
five to ninety minutes after the administra- 
tion of the dose, the period being shorter for 
large doses and longer when the dose is 
taken along with food substance. The ef- 
fect persists for from one to two hours for 
doses of 1 to 3 grains and as long as 4.5 
hours for 6 grains. There is no secondary 
or after-effect shown on the tapping test 
within the seventy-two hours over which 
the effect of single doses was traced. 

The Coérdination Test.—The effect of 
small amounts of caffeine on this test is 
stimulation, while that of medium amounts 
is retardation. The largest dose also pro- 
duces retardation, but there is some evi- 
dence that this effect is subsequent to a 
slight initial stimulation. In all respects 
these results resemble closely those yielded 
by the typewriting test, which is a similar 
test of codrdination. 


PuatTe I.—Tapping Rate (Subject No. 10). 
First pair, 10 a.M., 3 hours before dose. 
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Second pair, 3.10 p.M., 2 hours after dose. 
60 ~ 
= / 
—\, \ 
Ci 
#0 


1 gr. 


2 ers. 8 gers. 4 gers. 6 gers. 


These curves show the influence of caffeine on the tap- 
ping test. The dotted line represents records made on con- 
trol days, and the solid line the records on caffeine days. 
The first pair of curves gives the records of one subject at 
the 10 a.m. period, before any dose was taken. The second 
pair gives the records made at the 3.10 p.m. period, two 
hours after the dose. Before the dose the caffeine and con- 
trol curves coincide. After the dose the caffeine curve is 
consistently lower, showing stimulation for all except the 
1-grain doses. No after-effect was found. Two trials were 
made for each size of dose. 


Typewriting.—The speed of performance 
in typewriting is quickened by small doses 
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(1 to 3 grains) and retarded by larger 
doses (4 to 6 grains). The quality of the 
performance, as measured by the number of 
errors, both corrected and uncorrected, is 
superior for the whole range of caffeine 
doses to the quality yielded by the control 
days. Both types of errors seem to be in- 
fluenced to about the same degree. The 
increase in speed is not gained at the ex- 
pense of additional errors. 

The Color-naming Test—In this test 
there is clear indication of stimulation for 
the whole range of doses employed. But in 
all cases this stimulation is more apparent 
after the smaller doses than after the larger. 
The effect begins in about 2 to 2.5 hours 
after the capsule has been taken, and is still 
present three to four hours later. There is 
no evidence of any after-effect on the fol- 
lowing day. Of incidental interest is the 
considerable retardation produced in this 
test by eating the evening meal just before 
the trials. 

The Calculation Test—All squads reveal 
a most pronounced stimulation following 
caffeine. This stimulation amounts to a 
considerable per cent of the initial perform- 
ance (10 to 20 per cent), whereas the nor- 
mal tendency on control days results in a 
corresponding degree of fatigue instead. 
The total effect of caffeine is greater in this 
case than with any of the other tests. The 
stimulation begins about one hour after the 
dose, when the caffeine is taken in solution 
with syrup and carbonated water, and about 
2.25 to 2.5 hours after when the dose is in 
capsule form. The effect is still present at 
the close of the day’s work, some six to 
seven hours after the dose. No evidence of 
any secondary depression is found. Instead, 
the morning after the dose shows, without 
exception, a clear improvement over the 
work of the preceding morning. This im- 
provement is not due to practice, for it is not 
found between control days. In fact there 
is considerable justification for supposing 
that the influence of the caffeine dose which 
is seen to be unmistakably present six or 
seven hours after administration is still 
operative on the following day. This oper- 
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ation might be in the form of a real 
persistence of stimulation or in the form 
of increased efficiency due to skill or dis- 
position acquired during the stimulation of 


PuaTE II.—Calculation (Squad III, Experiment B). 
Sec. 
Jide 
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This pair of curves gives the records made in performing 
100 simple additions at each trial. In each case a capsule was 
taken after the sixth trial. On the day represented by the 
dotted line this capsule contained only sugar of milk. On 
the day represented by the solid line the capsule contained 
8 grains of caffeine citrate. This is the record of a squad 
of four people who began working at 10 a.m. and worked 
without intermission (except half an hour for each meal) 
until 10 p.m., performing tests continuously. Contrast 
the considerable fatigue shown on the control day with the 
stimulation present on the caffeine day. Similar trials were 
made for two days after the caffeine dose. No indication of 
any after-effect was found. 


sv 8? 


the preceding day. The former hypothesis 
would not be inconsistent with the great 
stimulation shown in this test, and I think 
it is also in agreement with the data avail- 
able concerning the length of time caffeine 
may remain in the system after ingestion. 
If the effect be taken to be a real persistence 
of stimulation, one is at once curious to 
know why the effect on motor processes is 
so much more transient than that mani- 
fested in these more strictly mental per- 
formances. 

Quality and Amount of Sleep—Small 
doses of caffeine alkaloid (1 to 4 grains), 
taken either in the pure form or accom- 
panied by small amounts of syrup, do not 
produce appreciable sleep disturbance ex- 
cept in a few individual cases. Doses larger 
than these (6 grains in the present experi- 
ment) induce marked sleep impairment 
with most subjects, though even here a few 
individuals show complete resistance to its 
effects. These effects are greatest when 
the dose is taken on an empty stomach or 
without food substance, and when it is 
taken on successive days. This latter fact 
may point toward a cumulative effect. The 
effect of the drug does not seem to depend 
on the age, sex, or previous caffeine habits 
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of the individual, but varies inversely with 
body weight. These conclusions hold for 
both the quality and the amount of sleep. 

Cancellation Test and Sise-weight Illu- 
sion.—So far as the examination of the 
data has gone up to date, neither of these 
tests seems to be in any way modified by 
caffeine. In the first case there is no ap- 
parent difference between performance on 
control days and that after the caffeine 
doses. In the case of the size-weight il- 
lusion, there is a gradual increase in the 
amount of the illusion as the experiment 
progresses. But this increase is apparently 
as great with the control squad as with the 
other individuals. Nor do caffeine days 
differ from control days. 

The Opposites Test.——The influence of 
caffeine on such mental processes as those 
involved in the performance of the oppo- 
sites test is stimulation, which begins one to 
two hours after the syrup and 2.5 to three 
hours after the capsule dose. The amount 
of this stimulation, at its maximum, varies 

rom 15 per cent absolute stimulation to 
mere counterbalance of a normal fatigue 
tendency of about the same amount. In 
general the greatest effect results from the 
smaller doses. The stimulation is clearly 
present at the close of the day, as much 
as six to seven hours after the dose. In 
all experiments and with all squads there 
is evidence that the caffeine influence is 
still operative on the following forenoon, 
twenty-four hours after the administration 
of the dose. 

Discrimination and Choice-—Smal1 
amounts of caffeine tend to produce retar- 
dation in discrimination time, this retarda- 
tion being accompanied by a greater number 
of false reactions. The false reactions 
appear to be caused by a preliminary brisk- 
ness produced by the caffeine, and the re- 
tardation in redaction time to be caused 
by a voluntary caution in the attempt to 
eliminate the false reactions. This is a test 
in which stimulation does not make for ef- 
ficiency except after long practice. Larger 
amounts of caffeine produce, within two 
hours, a stimulation so great that the re- 
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tardation following smaller doses does not 
appear. Greater familiarity with the test 
may also contribute to this effect. The 
caffeine effect seems to be very persistent 
in this test, and traces of it are to be 
found on the following day. When re- 
tardation is present it does not appear until 
very late, whereas the stimulation comes 
fairly quickly. This again appears to be 
due to the size of the dose, the larger 
amounts acting more quickly. The caffeine 
does not seem to modify the variability of 
the reaction times. When the dose is taken 
in the morning no effect can be consistently 
made out. When it is taken along with the 
midday meal the retardation after small 
doses tends to disappear. The magnitude 
of the caffeine influence varies inversely 
with body weight, as in most of the other 
tests. 

General Health and Feeling of Well- 
being.—Allowance must be made for the 
tendency to headache and nervousness re- 
ported even by members of the control 
squad. The strain involved in the repeated 
completion of the series of tests at the high- 
est possible level of performance was con- 
siderable. Most of the subjects reported 
more or less strain directly traceable to the 
strenuous character of the tests themselves. 
Consequently only such symptoms can be 
securely taken to indicate caffeine effect as 
are clearly present on caffeine days only, 
or are unusually prominent on those days. 
Tendency to headache, nervousness, dizzi- 
ness, feverishness, and occasional sleepless- 
ness are distributed in a fairly uniform way 
throughout the reports of the control squad. 
Bearing these facts in mind the following 
seems to be a fair statement of the effects 
of caffeine on the general health and feeling 
of well-being in the case of the subjects 
participating in the present experiments. 
Evaluation of their significance is left to 
readers who have fuller medical knowledge 
than the writer. 

Squad II (weights 144, 160, 175), taking 
pure caffeine alkaloid doses three days in 
succession (alternating with three control 
days), at 10.30 A.M., without food sub- 
stance. No effect up to the time of the 


4-grain doses. After 4- and _ 6-grain 
amounts: nervousness, feverishness, head- 
ache, irritability, and disturbed sleep. Much 
the same thing may be said of another 
subject who took doses at 8.30 a.M., work- 
ing independently of the squads. 

Squad III (weights 130, 159, 193), taking 
pure caffeine alkaloid on alternate days, 
with increasing doses, with the midday 
lunch. No sleep impairment at all except 
in the case of the woman after the 6-grain 
doses. Nervousness and heartburn or 
stomach pains after doses of 3 grains or 
over. Dizziness and headache after 6-grain 
amounts. 

Squad IV, taking the doses on alternate 
days in mid-afternoon on an empty stomach, 
Male subjects (weights 157, 174): No in- 
fluence up to the time of the 4-grain doses. 
For larger amounts nervousness and dizzi- 
ness or headache. Sleeplessness after 6- 
grain amounts only. Female subjects 
(weights 105, 110, 125) : Dizziness or light- 
headedness, attacks of perspiration, numb- 
ness or coldness of extremities, nervousness, 
drawn feeling in throat and head, and sleep- 
lessness, unusually prominent in the case of 
the two slightest subjects after doses larger 
than 2 or 3 grains. In the case of the 
heaviest of the three the symptoms do not 
appear in any unusual degree until after 
the 4- or 6-grain amounts, as in the case 
of the men. The apparent sex difference 
found with this squad is probably entirely 
a function of body weight. ; 

The subjects quite uniformly report im- 
provement in health, spirits, and general ef- 
ficiency at the close of the experiment. This 
is perhaps due to the regular régime of life 
followed during the forty days. Those who 
had given up the use of caffeinic beverages 
during the experiment and for several days 
before its beginning do not report any crav- 
ing for the drinks as such, but several 
expressed a feeling of annoyance at not 
having some sort of a warm drink with 
breakfast. Two subjects report a gain in 
weight, two a loss, and the rest either re- 
port no change or are unable to state re- 
liably. 

The two chief factors which seem to 
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modify the degree of the caffeine influence, 
both with respect to performance in the 
various tests and to effect on sleep and 
general health, are body weight and the 
conditions of administration of the dose 


(time of day and presence or absence of 
food substance). The detailed results of a 
study of the quality and amount of sleep 
correlate closely with these indications as 
to general health. 





THE EFFECTS OF CAFFEINE ON THE CIRCULATORY AND MUSCULAR SYS- 
TEMS. 


BY HORATIO C. WOOD, Jr., M.D., 
Professor of Pharmacology and Therapeutics in the Medico-Chirurgical College of Philadelphia. 


Most of the works on Pharmacology with 
which I am familiar state that caffeine 
causes a marked rise of blood-pressure with 
an increase in the rate of the pulse, and 
that the rise of blood-pressure is due in part 
to the increased heart action—the result of 
an increase in both the force and rapidity 
of the beat—and in part also to a contrac- 
tion of the blood-vessels brought about 
through a stimulation of the vasomotor 
center in the medulla. There are, therefore, 
three changes in the circulation which have 
been supposed to follow the use of caffeine, 
namely, an increase in the pulse-rate, a 
strengthening of the force of the cardiac 
contractions, and a stimulation of the vaso- 
motor center. 

The studies of the effects of caffeine on 
men have not been, however, in harmony 
with the above conclusions drawn from ex- 
periments upon the lower animals—thus, 
for instance, in the elaborate monograph of 
Leblond it was found that the pulse-rate 
was uniformly reduced by doses of ten to 
fifty centigrammes (1% to 2 grains), the 
average rate in his experiments before giv- 
ing the drug being 79 per minute, and 60 
per minute after its administration. Geiser 
likewise found a uniform retardation of the 
pulse-rate, although not quite as marked as 
did Leblond. My own experiments have 
also showed a consistent if not great slow- 
ing. The few studies of the human blood- 
pressure under the influence of caffeine 
have yielded results not absolutely con- 
cordant. Leblond in a single test made 
with Potain’s sphygmomanometer found a 
rise of 20 millimeters from four grains of 
caffeine; it may be remarked that this ex- 


periment was performed when the estima- 
tion of human blood-pressure was a much 
less common procedure than now, and that 
Potain’s apparatus is to-day generally con- 
ceded to be inaccurate. Geiser in some 
half-dozen observations with the Riva- 
Rocci sphygmomanometer obtained rises of 
from five to six millimeters in the blood- 
pressure. 

My own experiments on the effect of 
caffeine on the human circulation were 
made upon four subjects, two of whom 
were moderate drinkers of caffeinic bever- 
ages and two of whom were almost total 
abstainers. In all of these experiments the 
subject had abstained from caffeine for at 
least six hours previous to the experiments, 
and in most of them for much longer 
periods. Some of the observations were 
made by my friend Dr. F. S. Ferris, so 
that the element of personal error was ex- 
cluded. For estimating the blood-pressure 
we used either the Tycos or the Faught 
apparatus. The experiment was carried out 
as follows: During the whole course of the 
experiment—from two to three hours—the 
subject remained in a recumbent posture on 
a sofa. The measurements of the blood- 
pressure were made at intervals of from 
ten to twenty minutes, at each observation 
the systolic and diastolic pressures and the 
pulse-rate being recorded. In one or two 
instances no drug of any kind was given 
during the whole evening in order to de- 
termine whether the various psychological 
factors involved, such as the continued 
recumbency and the monotony, had any in- 
fluence on the circulation, but generally 
after three or four observations a capsule 
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was administered, sometimes containing 
caffeine and sometimes containing an 
equivalent amount of starch, the subject not 
knowing which he was receiving. The doses 
of caffeine employed ranged from 1% to 6 
grains. In passing I may call attention to 
the extraordinary influence which psycho- 
logical factors play in the human blood- 
pressure. It was found that if the patient 
engaged in conversation during the taking 
of the pressure the latter might be elevated 
20 millimeters, or if some one entered the 
room there was a perceptible increase in the 
blood-pressure; the pulse-rate was found 
to be much less influenced by these con- 
ditions. With proper precaution the blood- 
pressure remained remarkably constant, as 
was shown both in the experiments in which 
nothing was done and in those in which the 
patient received the starch capsule. It is 
unnecessary to go over in detail the indi- 
vidual experiments, and I shall give merely 
one sample and a table presenting the av- 
erages of all the observations on each 
subject. 


TABLE I. 
Showing the details of two studies on the human blood- 
pressure, 
SUBJECT I. 
Time. BP. P.P:. PRB. 
Begin 84 27 53 
0.15 83 22 54 
0.40 87 21 50 Starch 1% grains at 0.25. 
1.00 90 29 53 
1.10 S4 23 — 
1.20 91 22 56 
Time. BP. P.P. PR. 
Begin. 88 28 57 
15 84 34 60 
45 84 30 55 Caffeine 6 grains at 0.20. 
1.00 93 26 54 
1.15 93 26 54 
1.30 95 22 54 
1.45 7 25 52 
2.10 96 19 54 
2.20 95 22 58 
2.40 97 22 54 
2.50 96 23 58 
8.05 96 22 53 


Time is expressed in hours and minutes. B. P. indicates 
mean blood-pressure, obtained by adding together the di- 
astolic and systolic pressures and dividing by 2; P. P. or 
pulse-pressure is the difference between the systolic and 
diastolic pressures; P. R. is the pulse-rate per minute. 


TABLE II. 


The averages of all the observations on the effects of 
caffeine on circulation of human beings. 








| One-half | One hour | Two hours 
Normal. | hour after after | after 
caffeine. caffeine. | caffeine. 





B.P. P.R.| B.P. P.R.| B.P. P.R.| B.P. P.R. 
Subject 1..| 85 62 87 57 92 56 94 56 
Subject 2..| 94 86 95 79 93 81 91 84 
Subject 3.. | 111 53 111 52 112 52 
Subject4..| 98 81 98 75 97 








| 
Average... 97.0 70.5 | 97.8 65.6 


99 65.4 | 99.2 65.4 





~ 


From the above table it will be seen that 
in none of the subjects was there any 
marked rise of the blood-pressure, the av- 
erage rise for the whole series being but 
2.2 millimeters. In all of them, however, 
there was a reduction in the pulse-rate; in 
two very distinct reductions. These figures, 
it must be remembered, represent averages 
and are, therefore, much more reliable than 
if they represented individual experiments, 
but it also must be remembered that the 
results in the individual experiments with 
each subject were remarkably concordant ; 
thus in subject No. 1, for example, the rises 
in blood-pressure in three caffeine experi- 
ments were respectively 8, 6, and 9 milli- 
meters, and in subject 3 there was not a 
variation of more than three millimeters 
from the normal either way in any of the 
experiments. 

The essential similarity between the cir- 
culation of the dog and that of man, 
especially in response to drug influence, has 
been so firmly established that such a 
discrepancy between the effects upon the 
circulation in the lower animals as described 
in text-books and those observed in man 
seems a priori highly improbable, and it 
seemed to me, therefore, worth while to 
attempt to find the explanation of the dif- 
ference. After a careful review of the 
literature upon the subject as well as ex- 
perimental study, I have come to the 
conclusion that the differences described are 
due to two causes, first the doses employed, 
and secondly the methods of experimental 
investigation which have been used in 
studying the effects upon animals. 

Many of the experiments upon the lower 
animals have been made after the adminis- 
tration of large doses of chloral or atropine 
or after severance of the vagi or some other 
similar procedure, which would very evi- 
dently destroy the normal response of the 
system to drug influence. In the majority 
of those investigations which have been 
made on animals in an approximately nor- 
mal condition the doses of caffeine admin- 
istered have been enormous. For instance, 
Binz gave intravenously 0.10 gramme per 
kilo, which would be equivalent to a dose of 
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over 100 grains for an ordinary man. 
Reichert employed doses ranging from 5 to 
50 milligrammes per kilo—equivalent to 
doses of 5 to 50 grains for a man—but in 
only one of his experiments was a dose of 
less than 10 milligrammes per kilo admin- 
istered. It is worthy of note that in the 
single experiment in which Reichert used a 
small dose there was a reduction in the 
pulse-rate from 126 to 102 per minute, while 
in all other instances he found the pulse- 
rate to be greatly increased. I have been 
unable to find any recorded experiment of 
an increase in the pulse-rate in the intact 
dog following the injection of less than 10 
milligrammes per kilo. 

In four experiments which I have made 
upon the dog with doses of caffeine corre- 
sponding to those ordinarily used in man, 
in only one did the drug fail to slow the 
pulse, although the changes in the heart- 
rate were insignificant in comparisen to the 
influence of such remedies as digitalis or 
veratrum; the effect upon the pulse-rate 
was precisely the same as that in human 
beings. When, however, I administered 
larger doses of caffeine the rate of the pulse 
was Often greatly increased. 

Concerning the effect of caffeine upon 
the blood-pressure the results of different 
investigators have been somewhat at vari- 
ance; thus Reichert never obtained in any 
_ of his experiments a marked elevation, and 
reached the conclusion that caffeine is not 
a circulatory stimulant. Binz on the other 
hand obtained from the drug very decided 
rises in pressure. Maki obtained sometimes 
slight rises and sometimes slight falls from 
the presstre. 

Sollman and Pilcher in a recently pub- 
lished contribution report that the general 
tendency of caffeine upon the blood-pressure 
was with all doses downward, although after 
quantities of less than 20 milligrammes per 
kilo the average fall was insignificant, and 
in a considerable number of individual in- 
stances there was a distinct rise. 

In my own experiments doses of 2 to 5 
milligrammes per kilo caused in three ex- 
periments slight rises of pressure—8 to 20 


millimeters—and in one instance a fall of 
7 millimeters. 

It is manifest that with such insignificant 
rises in the general arterial pressure unless 
the heart is greatly weakened there cannot 
be a very high degree of vascular constric- 
tion. Since nearly all observers are in 
accord in stating that the extent of the heart 
contractions is increased rather than di- 
minished by caffeine, it is manifest that 
there can be no great degree of vasomotor 
stimulation. I cannot find sufficient scien- 
tific evidence for the statement that caffeine 
causes constriction of the blood-vessels. On 
the contrary Loewi, in plethysmographic 
experiments obtained not a diminution but 
rather an increase in the caliber of the in- 
testinal vessels. 

The results of my study of the action of 
caffeine on the circulation may be briefly 
summed up as follows: In therapeutic doses 
caffeine has comparatively little influence on 
the circulation, but it slightly increases the 
force of the cardiac contractions, thereby 
causing some elevation in the general pres- 
sure. The pulse-rate is usually not markedly 
affected, but such change as is produced is 
rather a retardation than an acceleration. 


TABLE III. 


Effect of caffeine on circulation of dog. 
5 kilogrammes. 


Weight of dog, 


e [>] 
= no BP. P.R. 
134 123 Inject caffeine .02 gramme. 

0 30 185 129 

3 30 130 114 
10 0 150 105 Inject caffeine .06 gramme. 
10 30 148 117 
12 0 148 108 
1660 140 105 Inject caffeine .08 gramme. 
16 30 145 _ 
ee 144 108 
20 0 140 108 Inject caffeine 0.12 gramme. 
a (0 140 115 
23 0 145 120 
26 0 140 146 Inject caffeine 0.16 gramme. 
27 «#0 143 146 
30 0O 15) _ 
35 (OO 152 148 Inject caffeine 0.16 gramme. 
85 30 145 156 

40 


Heart stops beating. 


Muscular Systems——In discussing the 
effect of caffeine upon the movements of 
voluntary muscles I shall confine myself 
entirely to the influence of physiologic 
doses; the peculiar state, similar in its ap- 
pearance to post-mortem rigor, induced in 
the muscles by large quantities of the drug 
has no bearing upon its effect when used 
in quantities which are likely to be ingested 
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by human beings under any condition. I 
do not believe it is possible to produce this 
caffeine rigidity in animals except by its 
locat application, because the dose which 
would be required is so large that it would 
certainly prove fatal. 

There is a wide-spread popular belief 
that caffeinic beverages increase the capa- 
bility for muscular exertion, a belief which 
has been confirmed by ergographic experi- 
ments on Hoch and Kraepelin 
experimented on four subjects with the 
most careful attention to details in the fol- 
lowing manner: The subject lifted a weight 
every second until complete exhaustion of 
the muscle—that is, until he was unable to 
lift it again; after an interval of ten min- 
utes to allow recuperation the performance 
was repeated, and then a dose of caffeine 
administered. In two of the four subjects 
experimented upon there was an immediate 
increase after caffeine in the work per- 
formed despite the fatiguing effect of the 
trials which always preceded its adminis- 
tration, and in both the other subjects there 
was imarked retardation of the rapidity of 
the muscle fatigue as compared with the 
normal. In one subject, who showed the 
least evidence of any stimulant action of 
caffeine, a somewhat different method of 
investigation employed. This man 
was given on alternate days a dose of caf- 
feine in the morning and his muscular 
capacity tested every hour or two through- 
out the day, and it was found that uniformly 
on the caffeine days more muscular work 
was performed than on the control days. 
Schumburg likewise found that caffeine in- 
creased the amount of muscular work per- 
formed in ergographic experiments. It is 
evident that this increase in muscular en- 
ergy may be the result either of a greater 
activity in the psychomotor area of the 
brain, of higher irritability in the motor 
centers in the spinal cord, or of a stimulant 
effect upon the muscle substance, or of a 
combination of these factors. I know of 
no satisfactory method of testing the func- 
tional activity of the motor cortex of the 
cerebrum, but I kave endeavored to de- 
termine whether or not there was any 


men. 





was 


change in either the spinal cord or the 
muscle itself which would account for the 
increased power under the influence of this 
drug. 

Experiments upon the lower animals 
have shown that at least with large doses 
of caffeine there is a very marked stimula- 
tion of the motor cells of the spinal cord, 
which in the frog is sufficient to cause con- 
vulsions resembling those of strychnine 
poisoning, although usually much less vio- 
lent. In the very few cases of human 
caffeine poisoning which have been reported 
convulsions have not been noted, and it 
seemed to me that it would be, therefore, 
of much interest to determine whether it 
was possible to demonstrate any effect of 
caffeine upon the reflex centers of men from 
such doses as may be ordinarily employed. 
For this purpose I used the Lombard knee- 
jerk apparatus. In using this apparatus 
the subject lies upon the side, the thigh 
firmly fixed to a standard, and the foot sup- 
ported at the ankle in a swing so that it 
can move easily at the knee-joint. To the 
heel is attached a string which pulls a lever 
writing upon a smoked surface. To afford 
an absolute constant mechanical impulse 
against the patella tendon a hammer is 
employed which can be allowed to fall 
through different parts of the arc of a circle. 
The force of the blow is absolutely con- 
stant, and with care to see that the hammer 
strikes exactly at the same spot every time, 
the size of the knee-jerk is remarkably con- 
stant. Four subjects were employed in this 
series of individual experiments lasting 
from two to four hours. The patient was 
usually observed for at least an hour before 
any caffeine was given in order to be sure 
that the experimental conditions were sat- 
isfactory. The results were most striking, 
indeed unexpectedly so. In every instance 
there was a marked increase in the vigor 
of the knee-jerk beginning usually about 
twenty minutes after the ingestion of the 
caffeine, and reaching its maximum in from 
forty to sixty minutes and remaining above 
normal throughout the whole course of the 
experiment. (See Fig. 1.) 

Although it is theoretically possible to 
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attribute this increase in the knee-jerk to a 
heightened irritability of the muscle, it 
seems to me much more logical to believe 
that it indicates a condition of heightened 
functional activity in the reflex centers of 
the spinal cord. 

My experiments to determine what in- 
fluence caffeine had upon the muscle itself 
were performed altogether upon frogs, the 
species employed being the common leopard 
frog of the United States. It has been 
shown by previous investigators that the 
first effect of caffeine is to increase the 
irritability of the muscle substance, so that 
the same strength of electric stimulus calls 
forth a greater contraction. Lee has 
shown, however, that certain metabolites 
which are produced in the muscle during 
activity—which he calls fatigue substances 
—also increase the irritability of the mus- 
cular tissue, and because of the similarity in 
chemical composition between caffeine and 
the purin bodies it has been suggested that 
the increase in muscular activity caused by 
caffeine is akin to the temporary stimulation 
produced by fatigue substances. I have, 
therefore, devoted especial attention to the 
question of the ultimate results of the caf- 
feinic stimulation—that is, whether the 
muscle becomes’ more rapidly exhausted 
than normal under the influence of the 
drug. 

Two sets of experiments were performed. 
In one the two gastrocnemi of the frog with 
their tributary nerves was carefully dis- 
sected out, one muscle being placed in a 
physiological salt solution and the other in 
a cafieine solution. These muscles after 
being allowed to soak for varying periods 
of time were then placed in a moist cham- 
ber and connected with an ordinary muscle 
lever and stimulated at intervals of one 
second until exhausted. In the other series 
of experiments the frog was pithed and a 
ligature tied around one leg, excluding the 
nerve, thus shutting off the circulation to 
that extremity, and the caffeine injected 
subcutaneously ; after waiting until its ef- 
fects were manifest the two muscles and the 
nerves were dissected out and tested as in 


the other series of experiments. The idea 
of having these two different forms of ex- 
periments was to see if there was any 
difference in the action of caffeine when 
directly applied to the muscle and when 
carried to the muscle through the circula- 
tion. I may say in passing that for equiv- 
alent quantities the effects in the two series 
of experiments were precisely the same. 

Various slight modifications, such as the 
amount of weight with which the muscle 
was loaded and the interval between the 
stimulations, etc., were tried, but in the 
most of the experiments the muscle lifted 
a ten-gramme weight every second. 

If the muscle was soaked in a solution of 
a concentration of less than 1 to 10,000, or 
if the frog was given a dose hypodermically 
of not more than one-tenth milligramme per 
gramme of body weight, the height of the 
contractions of the caffeinized muscle was 
in every instance greater than those of the 
unpoisoned side, at least temporarily. In 
some of the experiments .the contractions 
of the caffeinized muscle remained larger 
than those of the normal until both muscles 
were completely exhausted. 

In most of the experiments the line of 
descent of the muscle contractions was 
steeper after caffeine than in the normal, 
so that eventually the size of the wave be- 
came smaller than that of the unpoisoned 
muscle. It is to be remembered, however, 
that under the conditions of the experiment, 
the muscle receiving no nutriment, all the 
work which was performed before ex- 
haustion must be accomplished on the 
amount of energy stored up in the muscle 
substance before the beginning of the ex- 
periment. Under such conditions larger 
contractions, which of course means greater 
work done, must lead to a more rapid con- 
sumption of the stored-up energy and con- 
sequently a steeper descent in the fatigue 
curve. The only way to determine whether 
the primary increase of muscular irritability 
due to caffeine is similar to that caused by 
fatigue products is to compare the total 
amount of work done by the two muscles 
before they cease to respond at all to the 
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electrical current. In the curves published 
by Dr. Lee showing the effects of the so- 
called fatigue substances upon the muscles, 
one of the most striking features was the 
rapidity of the descent in the contractions 
under the influence of these poisons; the 
total amount of work accomplished by the 
muscle is greatly diminished by stimulating 
it with lactic acid or the other fatigue sub- 
stances. 

Under the influence of caffeine, although 
after the first two or three hundred con- 
tractions the size of the wave is less than 
normal, yet the difference is not sufficiently 
great to compensate for the larger contrac- 
tions in the earlier part of the muscle’s 
labors. In other words, if we add up the 
total height to which the muscle lifted its 
load—which is the criterion of the amount 
of work accomplished—in the great ma- 
jority of the experiments we find that 
the balance is in favor of the caffeinized 
muscle. 

In such a method of investigation it is 
only to be expected that there will be some 
differences in the results of the individual 
experiments: for instance, it might be that 
the muscle on one side would be slightly 
more powerful than on the other, which 
would of course influence considerably the 
result. We can reach just conclusions as 
to the effects of the drug by considering 
the series as a whole. We may either com- 
pare the number of experiments in which 
the poisoned and normal muscles, re- 
spectively, accomplish the greatest total of 
work, or we may take the average amount 
of work of the caffeinized and normal mus- 
cles of the whole series. Whichever way 
we average the results the caffeinized mus- 
cle makes the better showing. Out of nine 
comparative experiments with each muscle, 
in only two instances did the normal muscle 
accomplish as much work as the one under 
the influence of caffeine. In the entire series 
of experiments the average of the whole 
amount of work done by the normal muscle 
was 127.0 milligrammeters and by the caf- 
feinized 132.8 milligrammeters. 

The conclusion seems to me, therefore, 


inevitable that caffeine not only increases 
the vigor of the contractions of the muscle 
but enables it to work more economically— 
that is, to perform more labor on the same 
amount of energy. It is therefore impossi- 
ble to speak of any compensatory depression 
following the primary stimulant effect of 
caffeine upon the muscle. (See Fig. 2.) 


TABLE IV. 


Showing the comparative activity of muscles soaked in 
caffeine and in normal salt solution. 























wa] SA lies! MR Thema OE 

| 

||Normal vy Normal] “°;"° ||Normal “" J 

| 10,000 10,000 20,000 
Ist 50 | 22.6 | 26.5 || 18.7 | 20.5 || 2t.2 | 26.1 
2d 50 || 24.3 | 27.0 || 19.2 | 21.2 || 20.8 | 26.0 
8d 50 || 23.7 | 27.0 || 20.4 | 21.5 || 20.7 | 23.3 
4th 50 || 22.0 | 239 || 21.0 | 19.9 || 21.2 | 23.8 
5th 60 || 21.2 | 18.7 || 19.8 | 16.2 || 20.1 | 22.5 
6th 50 || 164 | 14.1 || 17.0 | 9.7 || 15.4 | 20.0 
7th 50 || 8.0 | 7.5 || 18.1 | 4.4 || 108 | 12.5 
8th 50 || 3.9 | 2.9 7.9 | 28 6.7 | 8.7 
oth 50 || 18 | 4.6 4.5 | 1.3 4.8 | 5.8 




















These figures represent the height of the contraction 
wave as marked by the lever. To find the absolute work 
performed at each contraction divide the figure by four (the 
multiplication by the lever) and multiply by ten (the amount 
of weight raised at each contraction). 





TABLE V. 


Showing effect of hypodermic doses 
muscle of frog. 


of caffeine on 









































Cat- Caf. | Cat- 
|Normal oxy Normal — ||Normal -_ 
Mem. Mem. | Mem. 

a | 
Ist 50 || 18.7 | 26.0 |] 18.8 | 21.9 |] 18.8 | 22.2 
od 50 || 18.5 | 22.4 || 19.0 | 21.9 || 19.8 | 21.7 
3d 50 || 18.4 | 21.3 || 19.5 | 20.6 || 18.9 | 19.3 
4th 50 || 16.9 | 19.8 || 182 | 18.2 || 16.7 | 14.5 
5th 50 16.0 || 15.5 | 11.7 || 18.4 | 11.0 
6th 50 || 11.6 | 11.0 || 12.2 | 10.7 || 9.1 8.5 
7th 50 72) 6.1 7.9 | 7.4 || 68 | 6.5 
8th 50 6.3 | 3.6 8.7 | 4.5 2.9 | 4.0 

2.5 3.5 | 

14 | 28 | 

| 
Caf- Caf- | Caf- 
feine feine | feine 
Normal) “95 ||Normal| 95 | Normal) "9 5 

| 
Ist 50 | 17.0 | 18.8 || 17.9 | 20.9 || 18.3 | 21.0 
2d 50 || 17.6 | 18.9 || 19.4 | 21.6 || 19.0 | 23.0 
8d 50 || 18.5 | 17.6 || 19.1 | 22:0 || 18.3 | 22.0 
4th 50 || 17.2 | 15.4 || 19.8 | 21.9 || 16.9 | 20.0 
5th 50 || 16.8 | 12.2 || 15.5 | 19.0 || 14.8 | 16.8 
6th 50 || 18.8 | 9.5 || 12.4 | 15.1 || 10.5 | 12.9 
7th 50 || 10.7 7.0 8.6 | 10.8 || 7.9 | 9.0 
8th 50 7.1 5.4 6.3 | 5.4 | 6.2 | 4.5 
9th 50 5.0 | 4.6 49.-| 38 |} 36 | 3.5 
10th 50 3.9 | 3.8 3.7 is || 14 | 26 





My conclusions concerning the action of 
caffeine upon the motor system may be 
summed up briefly as follows: It acts as a 
stimulant to the reflex centers in the spinal 
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cord; it enables the muscle to contract more 
vigorously without producing a secondary 
depression, so that the sum total of mus- 
cular work which can be done by a man 
under caffeine is greater than that which 
can be done without it. In closing I cannot 
resist pointing out how confirmatory of 
this conclusion is the universal experience 
of mankind with caffeine beverages. The 
soldier under the influence of coffee not 
only walks more briskly at the beginning 
but finishes the day’s march !ess weary. 
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RECOGNITION AND TREATMENT OF GONORRHEAL INFECTION OF THE 
UTERUS AND ITS ADNEXA.! 


BY WILLIAM EASTERLY ASHTON, M.D., 
Professor of Gynecology, Medico-Chirurgical College of Philadelphia. 


By pelvic inflammation in women we 
mean an infection by bacteria of the uterus 
and its adnexa and the tissues of the pelvis. 

According to American and German au- 
thorities 50 per cent of all pelvic infections 
are due to the gonococcus, and next in 
order of frequency to the streptococcus and 
staphylococcus and the colon and tubercle 
bacillus. A mixed infection may also occur, 


and it is therefore not uncommon to find | 


the gonococcus associated with other va- 
rieties of bacteria in cases of puerperal 
sepsis. 

The recognition of pelvic inflammation 
of gonorrheal origin is, in general, more 
difficult and uncertain than when the in- 
fection is caused by other organisms. This 
fact is readily understood when we consider 
the history of a gonorrheal invasion and the 
way in which the microdrganism behaves 
and the disease extends. 

The diagnosis of gonorrheal infection of 
the pelvis naturally divides itself from a 
practical standpoint into, first, the recog- 
nition of the invasion of the cervix and 
uterus, and secondly, the extension of the 
disease beyond the uterine cavity. 

Gonorrhea in woman is usually subacute 
from the beginning, and in many cases the 
discomfort caused by the specific inflam- 





1Read before the Kensington Branch, Philadelphia 
County Medical Society, Oct. 18, 1911. 


mation of the urethra is so slight and of 
such a short duration that later when the 
pelvic organs are involved the primary 
condition is overlooked. The disease is, 
therefore, insidious in character, and any 
assistance we might hope to have from the 
history of the patient is often uncertain and 
misleading. 

When the cervix and endometrium are 
involved the only manifestation of import- 
ance is a leucorrhea. There is seldom any 
constitutional disturbance or local discom- 
fort in the pelvis, and the diagnosis depends 
upon a microscopic examination of the dis- 
charge and what we may possibly glean 
from the personal history of the patient as 
being suggestive of a specific infection. 
If, however, the microscopic examination 
yields a negative result we cannot unfor- 
tunately conclude that the disease is non- 
specific, as the gonococci may have disap- 
peared from the discharges and still remain 
in the endometrium. Again, we should 
remember that the gonococci become more 
numerous and active during menstruation 
and just before and immediately after the 
period than at any other time, and for this 
reason the discharges should be examined 
soon after the monthly flow ceases. 

The presence of signs of inflammation in 
the urethra, in Skene’s glands or urethral 
ducts, or in the vulvovaginal glands, is al- 
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ways strong presumptive evidence of the 
presence of gonorrhea and materially as- 
sists in deciding on the nature of the 
endometrial discharge. The presence of 
circumscribed areas of inflammation in the 
posterior vaginal wall and erosions on the 
cervix, while helpful, are not of sufficient 
importance upon which to make a diagnosis. 

It is therefore often impossible to rec- 
ognize with any degree of certainty that 
the uterus has been invaded, and we can 
only infer in the presence of a negative 
microscopic report that such is the case 
when the clinical history of the patient is 
suspicious and when there is a noticeable 
increase in the cervical and uterine secre- 
tions. In puerperal sepsis, on the other 
hand, due to the streptococcus or staphy- 
lococcus there is a true wound infection 
with a clear well-defined history and acute 
symptoms. Unlike the insidious onset of a 
gonorrheal infection the symptoms are 
frank and the diagnosis readily made. 

Considerable time, as a rule, elapses after 
the endometrium is infected before the 
gonococcus invades the tubes and the 
peritoneum, and as the infection is very 
subacute in character there is but little con- 
stitutional disturbance. In some cases there 
may be a slight elevation of temperature at 
the menstrual period, and recurring pains 
may be felt in one or both iliac regions. The 
menstrual flow may become slightly in- 
creased in amount and some dysmenorrhea 
develop. In other cases, on the other hand, 
extensive involvement may gradually take 
place without the patient being aware of 
her condition and the necessity for treat- 
ment. 

In the early stages of a gonorrheal sal- 
pingitis as a rule the caliber of the tube is 
not increased, and it is therefore impossible 
to diagnose the condition. Later on, how- 
ever, after the end of the tube has been 
sealed an enlargement is present which can 
be readily felt on examination and its out- 
lines determined. Until the appearance of 
a gross lesion therefore the extension of 
the disease to the tubes can only be inferred 
from the fict that tenderness is felt in most 


cases by vagino-abdominal touch in the 
tubo-ovarian regions. In from 40 to 50 
per cent of cases of gonorrheal endometritis 
the tubes eventually become affected, and 
we may consequently safely conclude that 
this has occurred when tenderness develops 
in one or both appendages. 

A brief reference to the pathology of 
gonorrheal inflammation of the pelvis and 
the biology of the special organism which 
carries the infection is important before we 
take up the treatment of the disease, because 
it is impossible to clearly appreciate the 
principles upon which the management of 
these cases is based unless we have a clear 
conception of the way the gonococcus be- 
haves and travels to adjacent organs. 

The gonococcus causes a true surface 
infection of healthy mucous membrane, and 
as a rule it does not involve the deeper 
structures nor extend by metastasis. The 
disease therefore travels along the mucous 
membrane of the endometrium and even- 
tually causes grave inflammatory lesions of 
the tubes, the ovaries, and the peritoneum. 
The broad ligaments and pelvic connective 
tissue are not involved, except in very rare 
instances, and while it is true that the 
bacillus may occasionally enter the lymph 
or vascular channels, causing an arthritis or 
an endocarditis, yet this is exceptional and 
of no moment from the standpoint of the 
subject under discussion. 

The practical difference between the 
pathology of gonorrheal infection and septic 
inflammation of the pelvis following child- 
birth is well marked and is important, not 
only from the view-point of diagnosis but 
of treatment as well. 

In the streptococcus and staphylococcus 
infections there is a primary lesion and the 
microorganism enters a wound of the 
genital tract. The infection is therefore at 
first a limited one and is localized at the 


seat of injury. If, however, the microor-- 


ganisms are not quickly destroyed they and 
their toxins enter the lymph and blood 
channels, causing a general blood infection 
or intoxication agd areas of infection at 
more or less distant points. Under these 
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circumstances the broad ligaments and the 
pelvic connective tissue are soon involved 
and enlargements are felt on examination 
in the pelvis. This is quite different from 
the history of a gonorrheal infection, which 
only travels along the mucous membrane 
and in its early stage causes no increase in 
the size of the tubes. 

Suppurative salpingitis is a common 
sequela in puerperal sepsis, but the tubal 
inflammation is the extension of a peri- 
tonitis or a secondary infection through the 
pelvic connective tissue, and it is only when 
there is a mixed infection with the gon- 
ococcus as an active factor that the in- 
flammation travels by continuity to the 
oviducts. Again, it is uncommon for the 
abdominal end of the tube to be sealed in 
a streptococcus or staphylococcus infection, 
but when the inflammation is caused: by the 
gonococcus or colon bacillus an exudative 
peritonitis is usually present and the ovi- 
duct is closed. Another important fact to 
remember is that the gonococcus lives in- 
definitely in the mucous membrane, but 
when it is enclosed in a cavity, as in the 
case of a tubal or tubo-ovarian abscess, its 
own toxins cause early loss of virulence and 
finally death, so that eventually the contents 
become sterile. ; 

In considering the treatment of gonor- 
rheal infections of the pelvis I shall discuss 
the subject under two heads, namely: first, 
the disease limited to the cervical and 
uterine cavities, and second, the infection 
involving the tubes, ovaries, and peritoneum. 

The Disease Limited to the Cervical and 
Uterine Cavities——When the disease attacks 
the uterus either as a primary or secondary 
infection, and is limited to that organ, I look 
upon the inflammation as being localized 
and at once institute active measures to de- 
stroy the microérganisms. Many authori- 
ties take a contrary view and advise against 
any local measures of a radical nature, as 
they fear to break down existing barriers 
against extension and open up new avenues 
for spreading the disease. 

The gonococcus, as we have seen, is a 
surface infection and invades only the 


mucous membrane of the uterus. There is 
little or no tendency to metastasis or in- 
volvement of deeper structures, and in its 
journey to the tubes it can only travel along 
the mucous membrane of the endometrium. 
Therefore as the infection is limited to the 
endometrium the rational treatment would 
be to destroy the microorganisms before 
they can pass into the tubes and not to trust 
to theoretical measures of an ultra-con- 
servative character to accomplish that 
object. 

No natural barriers exist in the uterine 
cavity against invasion unless it be the in- 
ternal os, and personally I do not believe 
for one moment that is an obstruction in 
any sense to the dissemination of organisms 
upward after the cervical cana! is involved. 
Again, how is it possible for radical meas- 
ures to Open up new avenues for spreading 
the disease? A gonococcus infection as we 
know extends by continuity along the 
mucous membrane, and consequently if the 
lymph and blood-vessels are opened these 
channels are not the natural passageways 
for the infection to travel, and finally radi- 
cal operative measures overcome this ob- 
jection, if it really exists, as the technique 
of the operation quickly seals up all ave- 
nues to the general circulation. 

The treatment I practice in cases of 
gonorrheal infection is dilatation and 
curettement of the cervical canal and uterine 
cavity and the direct application of pure 
carbolic acid. This operation, in my judg- 
ment, is essentially rational because it 
removes the microdrganisms and infected 
mucous membrane, stamps out the disease, 
and saves the uterine adnexa and peri- 
toneum from grave inflammatory lesions. 

There are several points in the technique 
of the operation which are important to 
carry out in order to get the best results. 

The dilatation should be sufficiently ex- 
tensive to allow of very free manipulation 
with the curette, otherwise the movements 
of the instrument will be restricted and it 
will be impossible to thoroughly remove all 
the mucous membrane. Again, a sharp 
curette must always be used as we cannot 
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scrape away the mucous membrane with a 
dull instrument, and unless the removal of 
the endometrium is complete the operation 
will be a failure, as the microdrganisms re- 
maining in the tissues will continue the 
specific process. 

After the uterus has been curetted the 
cavity is wiped dry and clean with gauze 
and a temporary packing of gauze is then 
inserted. A small piece of gauze is now 
held by forceps and dipped into pure car- 
bolic acid. The temporary packing is then 
removed and the uterine cavity swabbed 
out with the acid. The uterus is again 
wiped out with gauze to remove any excess 
of acid remaining in the cavity; alcohol is 
not used to neutralize the acid. It is im- 
portant to have the uterine cavity dry when 
the acid is applied, otherwise it will be 
diluted with blood and its efficiency im- 
paired. The application of carbolic acid 
thoroughly sterilizes the uterine cavity and 
seals up the blood and lymph channels. 

The Infection Involving the Tubes, 
Ovaries, and Peritoneum.—The modern 
conservative treatment of pelvic infection 
involving the uterine appendages and the 
pelvic structures is a marked advance in the 
surgery of the female pelvis. The former 
practice of early operative interference in 
these cases not only was attended by a high 
mortality, but was also responsible for the 
unnecessary sacrifice of the organs of 
procreation. 

The treatment of a gonococcus infection 
after it has advanced beyond the uterus 
and involves its adnexa and the peritoneum 
is based upon the following facts: 

1. That many patients recover their 
health and the pelvic organs are sponta- 
neously restored to a normal condition 
without the aid of operative measures. 

2. That an operation during the acute 
stages of a gonorrheal infection is attended 
by a high mortality and the sacrifice of 
organs that might otherwise be saved. 

First. Many women recover their health 
and the pelvic organs assume their proper 
function without an operation. A number 
of women who have had a gonorrheal in- 


fection of the uterine adnexa have recov- 
ered spontaneously and borne children. All 
of us have met patients who have been 
pronounced permanently sterile and who 
have subsequently conceived. The question 
of recovery depends upon the amount of 
damage done to the tubal mucosa and 
ovaries and to the extent and character of 
the parietal and visceral adhesions. The 
lesions are local; there is, as a rule, no 
tendency for the infection to enter the 
general circulation, and the uncured cases 
have as their chief results pain and sterility. 
It is impossible to separate the patients 
that will recover spontaneously from those 
who must eventually submit to operative 
interference in order to be restored to 
health. We cannot tell by an examination 
the character and extent of the damage 
done to the adnexa unless there exists a 
tubal or tubo-ovarian abscess or some other 
form of gross lesion that may be readily 
palpated, and yet even in the presence of 
such apparent conditions recovery has oc- 
curred. This is especially true in those 
forms of infection which cause but little 
injury to the tubal mucosa, and very large 
pelvic exudates have been known to disap- 
pear in time without the aid of surgery. 
Second. Operations during the acute 
stages of an infection have a high mortality 
and the pelvic organs are often unneces- 
sarily sacrificed. The increased dangers at- 
tendant upon operative interference during 
the acute stages of a pelvic infection are 
readily understood by those who have had 
a large experience in these cases, and the 
explanation for this is not difficult to find. 
In acute diseases of bacterial origin the 
patient’s reserve forces are weakened ; there 
is always more or less tendency toward in- 
sufficient action of the heart and kidneys; 
the anesthetic is badly borne; and the ma- 
nipulations incident to the operative tech- 
nique are likely to desseminate the infection. 
Again, it is a well-known clinical fact that 
in the early stages of these infections the 
microorganisms are actively virulent in 
character, and that later the bacteria lose 
their virulence or die, especially if they are 
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enclosed in a sealed cavity. The contents 
of these abscess sacs in a large proportion 
of cases thus eventually become sterile, and 
if during a late operation the peritoneum is 
soiled with the pus no harm results. 

The exudative peritonitis, which is char- 
acteristic of gonorrheal infection, is con- 
stantly endeavoring to localize the disease 
and seal up the bacteria. If, therefore, this 
process of nature is interfered with by an 
early operation the localized areas of in- 
fection containing virulent bacteria are torn 
apart and the microdrganisms scattered 
over the adjacent parts. 

Operations during the acute stages of a 
pelvic infection must result in the sacrifice 
of organs that could be saved by conserva- 
tive methods after the active inflammation 
has subsided. The early exudates binding 
and fixing the uterine adnexa, the parietal 
and visceral adhesions, and the sealing up 
of the abdominal end of the tubes present 
a picture during the acute stages which is 
found to be so different at a later period 
when sterilization and absorption has been 
accomplished by nature. In the former 
case it is impossible to know what organs 
to save, and as a matter of fact the removal 
of the tissues must be very extensive or 
actively virulent bacteria will be left behind. 
In late operations, however, sterilization 
and absorption have taken place, and the 
operator in an aseptic field is able to con- 
serve the organs of procreation for future 
maternity and prevent the neurosis which 
so often follows female sterilization. 

The final question now for us to consider 
is: What class of cases should eventually 
be operated on, and what is the safest time 
after an acute infection for operative 
measures to be undertaken? 

As we have already seen, the chief 
terminal results of a gonorrheal infection 
are sterility and pain. Therefore the ques- 
tion of operation depends largely upon the 
patient herself, as the original focus of 
infection is sterile and there is consequently 
no danger to life. 

In many instances the patient is entirely 
cured; she suffers no pain; and she may 
eventually conceive. 


In another group there is more or less 
constant pelvic tenderness and sterility. In 
these cases the degree of pain usually de- 
cides the question. Women who are 
obliged to work for a livelihood must have 
relief, and an operation is more clearly 
indicated than when the patient can afford 
to rest and employ palliative measures. 

In a third group of cases the lesions are 
so pronounced and the pain and distress so 
severe that operative relief becomes impera- 
tive. These are the infections which leave 
permanent gross lesions, and in which we 
find present tubal and tubo-ovarian ab- 
scesses associated with extensive visceral 
adhesions. 

The question of operating for sterility 
alone must be answered by the patient. The 
results have often been most successful, and 
pregnancies have frequently followed con- 
servative operations on the tubes and 
ovaries after long periods of sterility. 

There is no time limit of safety that we 
can fix for operating after an acute gonor- 
rheal infection of the pelvis for the reason 
that cases differ widely, not only as to the 
intensity of the primary inflammation but 
also as to the course they run. 

Sterilization of the areas of infection 
usually takes place in from four to six 
months after the acute attack is over, and 
this fact should be borne in mind in select- 
ing the time for operation. 

The reserve strength of the patient, her 
general condition, and the state of the blood 
are all important factors and must be con- 
sidered. We should not operate, therefore, 
in the presence of a leucocytosis nor if there 
is any elevation of the temperature. Pain, 
however, is not always a contraindication, 
as it does not necessarily point to an acute 
inflammation, for we frequently meet grave 
subacute types of the disease in which there 
is severe suffering and pelvic tenderness 
that nothing will relieve but operative in- 
terference. 

Before closing my remarks upon this 
subject I wish to mention briefly the treat- 
ment of certain conditions which may de- 
velop during an attack of acute pelvic 
infection and which demands immediate 
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operation; I refer to general purulent peri- 
tonitis and to pelvic abscess. 

If a general purulent peritonitis develops 
the indications are at once to make a rapid 
incision through the abdominal wall, in- 


sert a drain into the pelvis, place the patient 
in Fowler’s position, and give enteroclysis 
by the Murphy method. Should a pelvic 
abscess form it must be opened through the 
vagina and drained. 





THE TREATMENT OF GONORRHEAL COMPLICATIONS WITH GONORRHEAL 


VACCINE 


COMBINED. 


BY JOSEPH L. BOEHM, M.D., 
Formerly Professor of Genito-urinary Diseases, St. Louis College of Physicians and Surgeons, St. Louis, Mo. 


Unfortunately chemotherapy does not 
offer for gonorrhea any specific. Urethral 
gonorrhea is most commonly a mixed in- 
fection of the gonococcus and staphylo- 
coccus, especially in the chronic stages, 
when the prostate and seminal vesicles are 
involved. 

It is a well-known fact that the gono- 
coccus will lie dormant for years and ap- 
parently not produce any ulterior effects or 
damage, but the urethral catarrh will be 
continued because of the fact that there is 
a secondary infection. In pulmonary tuber- 
culosis the high temperature and all the 
symptoms of systemic absorption of some 
septic matter are largely due to the com- 
plicating secondary infection. Pus cavities 
in the lung are not as a rule filled with 
tubercle bacilli alone, but by myriads of pus 
organisms. 

In looking over my history book, among 
1000 cases of gonorrhea, consisting of both 
acute and chronic cases in private practice, 
I find by far the larger per cent to be cases 
of mixed infection. 

With this thought paramount in mind, 
in 1908 I communicated with the Depart- 
ment of Experimental Medicine of Parke, 
Davis & Co., and asked them to prepare 
for my practice one cubic centimeter 
ampoules of the mixed gonococcus and 
staphylococcus vaccine. They have kindly 
furnished me with the combined vaccine 
since that date, and I am now prepared to 
offer my experience and observations re- 
sulting from the use of it. 

I have found in 100 cases, which I have 
treated in this way and recorded, that pri- 


marily the reaction following the combined 
vaccine at times is a little more severe than 
that from the plain gonococcus vaccine. 
However, in most cases there was little or 
no rise of temperature on the evening of the 
day of injection. Around the site of punc- 
ture where the injection was made, I find 
as a rule for three days a distinct zone of 
erythema circular in form, varying in ex- 
tent, and as a rule sensitive, more so for the 
first twenty-four hours after such injection. 
Generally on the fourth day it has faded. 
My favorite site of injection is on either 
side of the anterior abdominal wall in an 
area free from superficial veins. I have 
also given these injections in the arms and 
thighs, but prefer the anterior abdominal 
wall. 

Several cases complained of some lassi- 
tude for two days, and on the night of the 
day of injection some had severe frontal 
headache and fever. Nausea and vomiting 
have never occurred. 

I do not believe that we have in the 
combined vaccine a specific for urethral 
gonorrhea, but I do firmly believe that we 
have in it a valuable addition to our medical 
armamentarium in the treatment of many 
of our obstinate cases of gonorrhea, espe- 
cially where the adnexa are involved and 
the duration of the disease is so long as to 
be classed as chronic. 

I do not believe in eliminating all other 
treatment, nor have I used the vaccine 
without resorting to other methods of 
treatment. 

One important point must be emphasized, 
viz., that several urologists agree that a 
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stock vaccine of the gonococcus composed 
of several different strains gives equally 
as good results as an autogenous vaccine. 
There is some question as to whether large 
doses at long intervals are not more ef- 
fective than small doses at repeatedly short 
intervals. I am inclined to use the large 
doses, especially when the patient is ple- 
thoric and well nourished and the primary 
dose of vaccine does not cause too severe 
a reaction, as observed in the temperature, 
skin reaction at the site of puncture, and 
feeling of malaise and lassitude. In other 
infectious diseases there is no doubt that 
an autogenous vaccine is more effective 
than a stock vaccine. The average urologist 
and general practitioner has not readily at 
his command the armamentarium for es- 
timating the opsonic index of patients while 
giving a vaccine treatment, and necessarily 
depends on the clinical symptoms of a pa- 
tient as a guide for future and continued 
vaccine medication. If a steady opsonic in- 
dex just above normal could be maintained 
more rapid recovery would occur than is 
commonly the case. 

Acute gonorrheal urethritis, as a rule, is 
not of such great moment to both patient 
and physician as are the cases of chronic in- 
fection, in which patients become apprehen- 
sive and only too commonly develop sexual 
hypochondriasis. There is no doubt that 
in those chronic cases in which there are 
other organisms complicating the infection, 
such as the colon bacillus and the staphy- 
lococcus or streptococcus, treatment with an 
uncombined gonococcus vaccine seldom, if 
ever, accomplishes much permanent benefit. 
It is in these cases that I have used the 
combined vaccines, in patients referred to 
me by other physicians, who previously 
used the uncombined gonococcus, and by 
simply changing the variety of vaccine, de- 
pending on the kind of complicating in- 
fection, in very few cases have I failed to 
get favorable response. 

No one can successfully treat chronic 
infections of the urinary tract without first 
closely studying the urine, especially if it be 
purulent in any degree. It is of vital im- 


portance to make cultures of the urine, and 
not depend on the staining of the shreds, 
or on staining a drop of mucopurulent se- 
cretion which may present itself at the 
meatus. 

When such cultures are made we know 
exactly what the complicating microor- 
ganisms are, and then we are in a position 
to give a combined vaccine. Very com- 
monly have I found a triple infection of 
the gonococcus, staphylococcus, and colon 
bacillus. In a perirenal abscess recently 
operated on, in which a pint of pus was 
taken from the renal region, such a triple 
infection was found. This patient was 
seen by me five years previous to the oper- 
ation, when he had a chronic urethritis and 
prostatitis, and cultures of his urine at that 
time showed the mixed gonococcus and 
staphylococcus. He remained only a short 
time under treatment, and being before the 
days of vaccine he was merely given the 
routine treatment for the prostate and deep 
urethra which was in vogue at that time. 

Gonorrheal Septicemia.—When gonococci 
or their toxins enter the circulation we have 
a true condition of septicemia, or systemic 
gonorrhea. Systemic gonorrhea is com- 
monly worse for an individual than a 
syphilitic infection, often leaving a perma- 
nent heart lesion, sometimes fatal. When- 
ever gonorrheal arthritis occurs there must 
necessarily be a systemic infection by the 
gonococcus, because the gonococci are 
transmitted from the primary seat of 
disease, the urethra, to the secondary point 
of invasion by means of the lymphatic or 
circulatory systems. 

All cases of systemic gonorrhea are 
serious and should not be dismissed with a 
favorable prognosis until a patient is well 
advanced toward recovery. One can never 
say just what the ultimate outcome will be, 
when a single joint surface or synovial 
membrane is first attacked. I reported a 
case seven years ago in a boy of seventeen 
years, who had gonorrheal ophthalmia of 
both eyes, malignant endocarditis, and all 
the joints of his body involved except a few 
of the metacarpophalangeal joints. This 
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patient ran a temperature of 106° F. and 
was unconscious for several days, but ulti- 
mately made a good recovery. In this case 
his knee-joints were aspirated, and several 
ounces of fluid removed. Culture of this 
fluid showed the gonococcus in pure cul- 
ture, and cultures of his blood showed the 
gonococcus in the blood stream. 

I desire to report a rare case. Inspection 
of the Surgeon-General’s library in Wash- 
ington, D. C., shows that only four cases of 
a like complication of gonorrhea have been 
reported to date. 

Bilateral Gonorrheal Femoral Philebitis. 
—Mr. X., aged twenty-four, first noticed a 
urethral discharge on February 20, 1909, 
several days following coitus. He used an 
injection given him at a drug store, and 
consulted me the first time on February 28. 
He developed an acute posterior gonorrhea. 
This was his first experience with a 
venereal disease. He made a very rapid re- 
covery, and the urine cleared up remarkably 
rapidly. On March 14 there was no appar- 
ent urethral discharge, and the two-glass 
urine test showed both urines to be equally 
clear. Treatment was discontinued. On 
April 25 he felt a burning in the urethra 
and consulted me next day, complaining of 
pain in both inguinal regions. The urethral 
discharge was very profuse and gonococci 
abundant. This attack, which was in the 
nature of a relapse, was far worse than the 
original infection, and the urethral and 
bladder pain was so severe that the patient 
was ordered to bed and kept on a fluid diet. 
Two days afterward he had urethral hemor- 
rhage on micturition, and I realized that he 
had a very malignant gonorrheal infection. 
He had a temperature of 102° the second 
day, and I diagnosed systemic gonorrhea 
from the clinical picture that presented it- 
self. He kept quietly at home, and was 
treated locally with silver salts, urinary 
antiseptics, sedatives, etc. In the meantime 
he developed a cellulitis and lymphangitis 
of the whole length of the penis extending 
up to the suprapubic region, and marked 
tenderness of both sides of inguinal lymph 
nodes, but no evidence of suppuration in 
them. One week afterward his right 


femoral vein was thickened and was dis- 
tinctly palpable; it could be seen through 
the thin skin of his thigh, and looked as if 
a lead-pencil were inserted under the skin. 
The whole anterior surface of the thigh was 
sensitive. A week after this complication 
the femoral vein of the other limb presented 
the same condition; both legs from hips 
down to the ankles were swollen and pain- 
ful; the saphenous veins of both limbs were 
markedly swollen. His temperature in the 
evenings now ran from 103° to 105° F. for 
several days. He had been getting the 
mixed vaccine for one week. Cultures of 
his blood did not show the gonococcus to be 
present. He reacted badly to the first dose 
of vaccine, and this was not repeated for 
five days, when the second did not produce 
the marked reaction of the first dose. The 
patient made a good recovery. At no time 
did I find endocarditis. Although pulse 
was rapid and feeble when the temperature 
was high, no abnormal murmurs of any 
kind were apparent. I concluded that he 
had a bilateral gonorrheal phlebitis, not due 
to infection through the circulatory system, 
but conveyed to the veins from the lym- 
phatics leading to the inguinal glands. 

For one month afterward the patient was 
unable to walk, and then only with the aid 
of crutches. There were no symptoms to 
indicate acute nephritis, and the urethral 
discharge progressively diminished. The 
bladder likewise responded to the vaccine 
treatment, and the patient made a slow but 
gradual recovery. 

The patient was cautioned to be very 
quiet for some weeks, as there was a pos- 
sible danger of a thrombus being dislodged 
from the femoral veins and producing 
thrombosis or embolism somewhere else in 
his circulatory apparatus. He was an in- 
telligent fellow and heeded my advice. For 
one year he has worn elastic stockings on 
both limbs from the hips to the ankles, and 
to date is in good physical condition. I be- 
lieve that without the vaccine treatment my 
patient would have died, as his toxemia was 
so severe and the infection so very ma- 
lignant. 

In acute systemic gonorrhea I firmly be- 
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lieve that all cases should receive the com- 
bined vaccine treatment, but in simple acute 
urethral gonorrhea either the plain gono- 
coccus or combined vaccine in many cases 
is harmful instead of beneficial, because the 
circulation is already overloaded with toxic 
products and vaccine treatment may act to 
the detriment of the patient. 

All cases of prostatic gonorrhea, and 
gonorrheal arthritis, as well as epididymitis 
and orchitis, should receive the benefit of 
the combined vaccine. In February, 1911, 
the following case of interest was success- 
fully treated with vaccine, and is a type of 
similar cases treated by me: 

Mrs. Z., aged thirty, married. Three 
days after coitus her husband brought her 
to me for examination. He had been 
treated one week previously by me for 
urethral gonorrhea, contracted extramar- 
itally. Examination of his wife showed a 
thick urethral and vaginal purulent dis- 
charge with gonococci, abundant in her 
urethra. One day afterward both her knee- 
joints were tender; the left joint especially 
was so painful and swollen that she could 
not stand on the limb. I sent her to the 
hospital immediately. She showed signs of 
systemic gonorrhea within twenty-four 
hours after I had first seen her. There was 
a loud systolic murmur at the apex of the 
heart, the pulse was rapid, temperature 
102° F., face flushed and anxious looking, 
and the patient in great distress. The limb 
was immobilized on a splint, and local ap- 
plications made as placebos. Cultures of 
the blood showed the gonococcus present in 
the circulation. The temperature in the 
first week went to 104°. The patient was 
very sick, and on account of her endo- 
carditis a probable fatal prognosis was 
given. She was placed from the beginning 
of her arthritis on mixed vaccine, given at 
intervals of three days. She _ received 
twelve injections, and at the end of that 
time her temperature dropped to normal 
and all signs of her systemic infection dis- 
appeared, except her cachexia, which fol- 
lowed her high temperature. The left 
knee-joint was swollen for three weeks, but 
as the fluctuation in it progressively dimin- 


ished the joint was not aspirated. She was 
kept in the hospital for four weeks, and was 
then taken charge of by an orthopedic sur- 
geon, who kept her in a plaster cast for 
several weeks. Outside of some ankylosis 
of her knee-joint she made an uneventful 
recovery. 

Here again is a case of systemic malig- 
nant infection responding to vaccine com- 
bined. 

Mr. U., aged thirty-five, had a chronic 
urethritis for several years. Several days 
after intercourse he developed an acute 
exacerbation. A profuse urethral discharge 
containing numerous gonococci was pres- 
ent. Whether he received a fresh infection 
of some new strains of gonococci or some 
latent infection was aroused was impossible 
for me to determine. This acute attack 
rapidly extended to his prostate gland. He 
had had in the past several attacks, and 
suffered such severe pains, radiating from 
the inguinal regions down to the testes, that 
he could not sit at his desk, but had to lie 
down. I tried rectal suppositories of seda- 
tives; he reacted badly to opiates, and dry 
heat with rectal siphon was without effect. 
His urethra was treated with mild antisep- 
tic solutions, as he did not tolerate too active 
urethral interference. 

He was placed on the mixed vaccine, and 
while the first few injections relieved they 
did not cure him, and his severe pain 
did not disappear until the dose was run up 
to one billion gonococci every third day. I 
ran the dose up to this amount after using 
several injections of 500,000,000. The ex- 
ceptional feature about his condition was 
that he did not develop any temperature 
after this enormous dose, and said he ex- 
perienced a good effect after several hours. 
There was always, however, a skin reaction 
present. Gonococci persisted in his urethral 
secretion, which was latterly only a mucoid 
opalescent drop at the meatus, for three 
months. The vaccine together with dila- 
tation of the urethra, to produce resorption 
of some granulating patches seen in the 
canal, completely relieved his pains and ap- 
parently caused disappearance of the gono- 
cocci. This enormous dose would be very 
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dangerous to most patients, and I would 
counsel extreme caution in attempting to 
use this amount. It should be given only 
after gradually increasing the dose after the 
500,000,000 dose is reached. 

These few remarks will suffice to briefly 
give in a condensed form my experience 
with the combined vaccine in my private 
practice. I have gotten such favorable re- 
sults from its use in properly selected con- 
ditions, and with the exercise of proper 
judgment, that I would be at a loss if I did 
not include it in my therapeutic armamen- 
tarium in the treatment of genito-urinary 
diseases. 


715 N. E1icHTH STREET. 





TREATMENT OF NEVUS VASCULARIS 
BY THE USE OF CARBON 
DIOXIDE SNOW. 

FRIEDLANDER reports his results in the 
California State Journal of Medicine for 
October, 1911. He says the best results are 
obtained where the blood-vessels lie in the 
skin, but with deep cavernous angiomata, 
where destruction is impossible, undesirable, 
or dangerous, a very satisfactory covering 
of connective tissue is produced, which is 
smooth and has a texture hardly distin- 
guishable from normal skin. A case of a 
large hypertrophic nevus of the scalp of 
bright-red color and raspberry-like surface, 
treated by the author with carbon dioxide 
snow, now presents a slightly elevated, 
smooth, white surface, bearing a fairly pro- 
fuse growth of hair where apparently none 
existed prior to treatment. This, of course, 
is not a curative procedure, but as a cos- 
metic process by which the more obvious 
and distressing lesions may be concealed, it 
certainly must be recognized as a distinct 
addition to our therapeutic armamentarium. 

Occasionally the application is followed 
by a neuralgia, especially when the treated 
area is over the site of emergence of 
a nerve, ut this is only transient, passes 
away in two or three hours, and is easily 
controlled with hot applications; it is also 
possible that an incompetent or incautious 


operator will produce, by overtreatment, a 
hard white ivory-like scar, or a depressed 
one, but these are errors of technique. 
Janeway reports lupus erythematosus as a 
result of treatment with the snow, in which 
an epithelioma developed, but as his had 
been previously treated with the x-ray, it 
is far more probable that the lesion was due 
to the first treatment. Heidensfeld also 
reports a case, in a four-year-old child, in 
which some time following the treatment 
of a large angioma of the forearm the lesion 
became the seat of an acute inflammatory 
process with multiple, actively purulent, 
foul-smelling and somewhat gangrenous 
ulcerations, which resisted all forms of local 
treatment, and with no attributable cause. 
This is the only really bad result reported 
in many hundreds of cases, and was, in all 
probability, not due to the snow. 

As a rule, the less treatment applied to 
the lesion the better the result; a simple 
ointment of equal parts of ung. zinci oxidi 
and vaselin will suffice to protect the parts 
and alleviate any sense of discomfort; out- 
side of this it is not necessary to carry out 
any treatment except in those cases in 
which a slight oozing occurs on separation 
of the crust, which not infrequently hap- 
pens in large hypertrophic nevi. This is, 
however, of no moment, and is readily con- 
trolled, without the aid of a physician, by 
the pressure of pledgets of cotton soaked 
in peroxide of hydrogen. 

We have, then, in carbon dioxide snow 
a simple, effectual, comparatively painless, 
bloodless, and certain agent which is far 
preferable to any other remedy in point of 
rapidity, ease of execution from the stand- 
point of the operator, and tolerance on the 
part of the patient; and, since the great 
majority of these patients are children, 
painlessness and rapidity are of prime im- 
portance. Furthermore, the cosmetic result 
cannot be excelled and seldom equaled by 
any other agent, and in that class of cases 
in which a radical cure is not obtained, it is 
a safe and efficient method for relieving the 
disagreeable disfigurement which causes the 
patient so much discomfort and annoyance. 
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PHYSIOLOGICAL AND THERAPEUTIC 
ACTION OF ERGOT. 





Of all the drugs which are employed for 
the purpose of producing immediate effects 
in the presence of grave emergencies, there 
are few upon which so much confidence is 
placed as ergot, and there are few which 
produce results so variable, the chief reason 
for the variation depending upon the fact 
that crude ergot itself and the various prep- 
arations of ergot vary greatly in power. A 
large amount of research has been carried 
out in an endeavor to isolate the active 
principles of ergot with the hope that some 
means of standardizing it by chemical pro- 
cesses might be evolved, but the result of 
this investigation, from the chemical stand- 
point, has been to indicate that the full 
power of ergot depends not upon one active 
ingredient but upon the combined action of 
several ingredients which, working together, 
produce better results than even the most 
active of them alone. Only physiological 
standardization is possible. 

While it has been taught for many years 
that ergot stimulates contractions by acting 
directly upon the uterine muscle, it will be 
remembered that Hemmeter and others 
have apparently shown that it also affects 
the cells in the spinal cord which govern 
this organ, and Dale believes that its chief 
effect is exercised upon the myoneural junc- 
tion—in other words, on the nerve-endings 
in the muscle. 

There has recently appeared in the Pro- 
ceedings of the Royal Society of Medicine 
for May, 1911, an interesting paper upon 
“Ergot” by Dr. J. Gordon Sharp. There 
are many points of interest in his com- 
munication. Some of these points serve to 
emphasize facts already recognized by 
American practitioners. Others are at vari- 
ance with American views, and some of his 
results throw light upon subjects little un- 
derstood. He found that the fluid extract 
of ergot seemed to be the best preparation 
for clinical employment, and that it was 
active after being kept for thirteen months, 


and, furthermore, that the fluid extract is 
more reliable than any of the so-called solid 
extractives or active principles. He found 
that ergotoxine acted more rapidly than the 
fluid extract, and that it could be given 
hypodermically, but that ergotinine was 
inert and useless. 

The doses which he suggests of the fluid 
extract of ergot are, however, less than 
those which are commonly employed in this 
country. He considers 30 minims an aver- 
age dose, and 45 minims too large a dose, 
believing that full doses diminish rather 
than increase uterine contractility. Indeed, 
when it comes to the treatment of abortions 
and ordinary uterine bleeding, he thinks 
that a drachm of the liquid extract given in 
twenty-four hours is quite sufficient. 

We believe that it is the custom of a very 
large number of American practitioners to 
administer ergot as soon as it is evident 
that the birth is accomplished, or so nearly 
accomplished that the child will be expelled 
before the effects of the ergot can be exer- 
cised. On the other hand, there are some 
obstetricians who think that it should not 
be used as a routine measure, and with this 
class Sharp agrees, believing that only a 
small number of women in labor need ergot, 
the majority being best without it. We are 
glad to find that he emphasizes points gen- 
erally believed in this country to be import- 
ant, namely, that ergot should not be given 
unless the os is fully dilated, unless there is 
no obstruction, bony or otherwise, and fin- 
ally, unless the soft parts of the birth canal 
and outlet are soft and yielding. He be- 
lieves that ergot is oftener required in 
multiparous women than in primipara. It 
is interesting to note, however, that while 
in the early part of his paper he says that 
nothing but harm can come of sending the 
fetal head against the unyielding soft parts 
of the vagina by the early use of ergot, yet 
in a later part of his paper he states that 
it will occasionally happen that ergot will 
be given when the parts are not ready to 
effect the birth, but that this error is not 
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productive of anything more serious than 
disappointment—a view which seems to con- 
tradict his first statement. 

Sharp believes that ergot not only col- 
lects the small non-effective pains into larger 
effective contractions by improving the tone 
of the uterine muscle-fibers, but that it 
also tones up the abdominal muscles and 
the muscular system generally, which is a 
somewhat novel view. 

Careful observations carried out in a 
number of cases by Sharp lead him to be- 
lieve that if half a drachm of the fluid ex- 
tract is given in a small cup of hot tea, it 
acts far more rapidly than physicians com- 
monly think—sometimes as soon as four 
minutes, and rarely as late as twenty min- 
utes—the average being ten minutes. We 
cannot help feeling that this observation 
will have to be confirmed by others before 
it can be accepted, as few drugs are ab- 
sorbed from the stomach with such extra- 
ordinary rapidity. 

Sharp does not think that either mor- 
phine or opium in any way inhibits or 
interferes with the action of ergot. An 
ordinary dose of laudanum may diminish 
the patient’s voluntary efforts, but does not 
decrease the activity of the uterus under 
ergot, according to this observer, nor does 
he think that the administration of chloro- 
form, in the quantities suitable in parturi- 
tion, impairs the action of ergot on the 
uterus. 

He is also in opposition to those who be- 
lieve that full doses of ergot produce tetanic 
contractions of the uterus. Indeed, he be- 
lieves, as we have already stated, that very 
large doses tend to diminish uterine con- 
tractility rather than to increase it, and to- 
ward the close of his paper insists positively 
upon 30 minims being the proper dose. 
Sharp does not believe that ergot in any 
dose will induce abortion—a view which we 
think is generally held, and he thinks that 
next to its employment to stop postpartum 
hemorrhage, its most useful action is for 
the removal of the separated but retained 
fetus or membranes in abortion. With this 
view we believe a large number of phy- 
sicians will radically differ. 


Carrying out a study of the influence of 
ergot given by the mouth on blood-pressure, 
and using the sphygmomanometer of Riva- 
Rocci, he was unable to find that it exer- 
cised any material influence, and believes 
for this and other reasons that there is no 
objection, but rather great advantage, in the 
use of ergot in the treatment of hemoptysis. 
Here, again, we fear that we cannot agree 
with him. 





MASSAGE OF THE HEART IN 
CHLOROFORM SYNCOPE. 





This method of treating sudden cardiac 
failure during the administration of chloro- 
form has now been before the profession 
for a good many years, but probably has 
not received the attention that it deserves 
in those portions of the United States where 
chloroform is commonly employed. Oppor- 
tunities for resorting to massage of the 
heart do not frequently arise, and even in 
those districts where chloroform is fre- 
quently given, its skilful administration is 
so rarely followed by untoward cardiac ef- 
fects that many surgeons may see thousands 
of cases without being called upon to com- 
bat this grave complication. On the other 
hand, when this condition arises the state 
of the patient, and indeed that of the sur- 
geon, is desperate, and for this reason the 
possibilities possessed by cardiac massage 
are not to be lost sight of. 

Recently an interesting contribution to 
this subject has been made by Wiart in La 
Presse Médicale of October 18, 1911. He 
calls attention not only to his own experi- 
ence but to that of a number of other oper- 
ators, ignoring the experience of the Ger- 
man surgeons who first introduced this 
method. He quotes the contribution of 
Mocquot, who in 1909 called the attention 
of French surgeons to this plan. In his sta- 
tistics at that time there were 14 cases of 
cardiac massage practiced through the tho- 
racic wall with one success, two partial suc- 
cesses, and 11 failuies. In nine cases where 


the massage was carried out by passing the 
hand through the diaphragm, there were 
nine deaths; whereas in 18 cases in which 
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massage was practiced through the dia- 
phragm there were eight successes, five 
partial successes, and five failures. These 
statistics confirm those of Lenormont made 
in 1906 to the effect that the subdiaphrag- 
matic method gives the best results. In 
Wiart’s experience there were 15 cases with 
six successes and nine failures by this 
method. 

Some of the cases which have been re- 
ported by other operators possess points of 
interest. Thus, in a patient under the care 
of Mr. Miles, a Scotch surgeon, the heart 
stopped during the operation of gastroen- 
terostomy, the pupils dilated, and the 
respirations ceased. The wound was im- 
mediately opened, and massage through the 
diaphragm practiced. The heart recom- 
menced beating, and the patient made a 
perfect recovery. In another case reported 
by Mr. Rutherford, the patient was oper- 
ated upon for hemorrhoids. The heart 
ceased beating, and for half a minute 
artificial respiration was practiced. This 
failing to restore the patient, the surgeon 
made a middle-line incision above the um- 
bilicus, introduced his hand, and performed 
cardiac massage through the diaphragm. 
The heart began to beat in about one minute 
and a half, and the patient recovered. So, 
too, Milnes, while operating upon a patient 
suffering from appendicitis, found the pa- 
tient in collapse. He enlarged the incision 
toward the sternum, introduced the hand 
and performed cardiac massage through the 
diaphragm, using the other hand over the 
precordium. Here, too, resuscitation was 
satisfactorily accomplished, the operation 
was continued, and the patient got well. 
And in still another case Jurasz did pylo- 
rectomy for cancer; the patient went into 
syncope, and the surgeon gave up all hope 
of resuscitating the patient after five min- 
utes of artificial respiration. He resorted 
to massage through the diaphragm, and 
after three or four minutes succeeded in 
reestablishing cardiac action. Twenty days 
afterward the patient left the hospital well. 
Another case is reported by White. During 
a laparotomy the patient passed into syn- 
cope. After employing ordinary methods 


of resuscitation for two minutes without 
results, massage of the heart was practiced 
through the diaphragm and also through 
the thoracic walls with the other hand. In 
about a minute the cardiac contractions were 
renewed. Recovery took place, although 
the patient eventually died from tetanus. 
In all these instances it will be noted that 
the condition of the patient was most grave 
and apparently hopeless when this plan was 
resorted to. 

All cases are, however, not so successful. 
Thus, in one case reported by Rehn, a child 
of seven years passed into syncope at the 
close of an operation. Artificial respiration 
was performed for five minutes without 
success. Rhythmic tractions of the tongue 
and other measures were resorted to with- 
out relief. The surgeon then made a median 
incision above the umbilicus, introduced his 
left hand through the diaphragm and exer- 
cised rhythmic pressure upon the heart, 
while an assistant maintained artificial res- 
piration. Fifteen minutes after the attack 
of syncope came on the patient had a few 
irregular inspirations, and forty-five min- 
utes afterward the heart was found to give 
a single contraction. Artificial respiration 
was then maintained by insufflation, and 
after twenty-five minutes cardiac contrac- 
tions commenced regularly. After thirty 
minutes the contractions became irregular, 
but stopped as soon as the cardiac massage 
ceased. The patient, however, survived for 
a few hours. Then the respiration and 
heart became more feeble, insufflation of the 
lungs was again practiced, and massage of 
the heart renewed. The patient neverthe- 
less died four hours afterward. So, too, in 
another case reported by White, where this 
method was resorted to after five minutes 
of artificial respiration, a child of twelve 
years who had had an incision made for a 
popliteal abscess was at once subjected to a 
laparotomy and cardiac massage, the left 
hand on the heart, the right hand on the 
precordium. After about a minute the heart 
beat very feebly, but regular contractions 
were established in seven minutes. The 
pulse was 120. Two hours after this the 
patient suffered from a series of tonic con- 
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vulsions, the pulse was quickened, the tem- 
perature rose, and death occurred in coma. 
Somewhat similar cases have been reported 
by Sourdat, Phélip, and Lévy. 

These results indicate that although ab- 
dominal incisions and cardiac massage seem 
like heroic measures they are nevertheless 
justified in view of the condition of the 
patient, and that efforts at resuscitation 
should be maintained over a long period of 
time. One of the disadvantages of attempt- 
ing cardiac massage through the thoracic 
wall or by making an incision through the 
diaphragm, is that the opening of the 
thoracic cavity interferes with respiration 
and makes artificial respiration practically 
impossible. The influence of the incision 
through the abdominal wall and of the en- 
trance to the abdominal cavity of the oper- 
ator’s hand in the production of shock is not 
to be ignored; but at the same time when 
death seems certain, any measure which 
promises relief should be resorted to. 





ALCOHOLISM AS A DISEASE. 





The question as to whether alcoholism is 
a form of mental disease has, of course, 
been actively discussed by many medical 
men and laymen over a long period of years, 
and eminent authorities can be found who 
indorse either the positive or the negative 
side of this proposition. That it is a dis- 
ease, in the ordinary conception of the term 
—that is, one associated with a definite 
pathological lesion—is, of course, untrue; 
but some think that it is a disease, not in 
the organic but in the functional sense, and 
go so far as to assert that the alcoholic can 
scarcely. be condemned for his abuse of the 
drug in that he is not responsible, on very 
much the same principle that a man is not 
to be condemned when he vomits as the 
result of an actual gastric lesion. We can- 
not help feeling that this view is erroneous, 
and that alcoholism primarily is not in any 
sense a disease, although it may be a mani- 
festation of weakness of character and 
instability of nervous balance—weakness of 
character in the sense that the patient turns 
to the benumbing effects of alcohol when- 
ever the world, rightly or wrongly, seems 


to present a leaden hue, or turns to it 
when, because of nervous instability, he 
seeks some benumbing agent which will 
prevent him from suffering the mental dis- 
tress which comes from a lack of nervous 
balance. Ultimately, alcoholism may be- 
come a disease in that the condition of the 
patient’s body may be such that it cannot 
functionate properly without its daily quan- 
tity of alcohol, but this condition of disease 
is the result rather than the cause of the 
alcoholism. 

We think that this distinction is of im- 
portance for several reasons, not the least 
of which is that the average alcoholic is 
only too anxious to obtain an excuse for his 
excesses and weakness, conquering his 
sense of remorse by the comforting thought 
that he is not a responsible agent, and that 
conditions exist in his mind and body which 
are beyond his individual power to combat. 
Although it is quite true that many persons 
who are addicted to the excessive use of 
alcohol are exceedingly charming and de- 
lightful companions, and often, in their 
periods of sobriety, intellectual and enter- 
taining, a careful study of their personal 
characteristics will nearly always reveal the 
fact that they lack certain essential qualities 
for the maintenance of a character which 
can be truly admired; they are often uncer- 
tain when decision is needful, cowardly 
when courage is essential; unstrung when 
self-control is the one characteristic re- 
quired. These persons may be said to be 
alcoholics by chance, solely because the 
alcohol has been the benumbing agent which 
has been most ready at hand when some 
such drug is required. Had morphine, co- 
caine, chloral, and other substances been 
equally convenient, the patient would have 
resorted to them just as readily as to al- 
cohol, and there is no reason for believing 
that the tendency to alcoholism is a disease 
any more than the tendency to morphinism 
or chloralism is a disease. The sooner a 
physician impresses these facts upon a pa- 
tient who is addicted to one of these drugs 
the sooner he deprives him of the excuse he 
is using for his conduct, and the sooner will 
at least one step toward cure have been 
taken. 














THE REAL ACTION OF CAFFEINE. 





In the original columns of this issue of 
the THERAPEUTIC GAZETTE our readers will 
find two interesting contributions upon the 
physiological action of caffeine, one by Dr. 
Hollingworth, of Columbia University, 
New York, and one by Dr. H. C. Wood, 
Jr., of the Medico-Chirurgical College, 
Philadelphia. These articles throw a new 
light upon the actual effects of this sub- 
stance. Heretofore it has been regarded 
as a stimulant which increased physical ac- 
tivity as well as mental activity by enabling 
the individual who took it to call upon his 
reserve energy with the ultimate result that 
he would be a nervous bankrupt. Dr. Hol- 
lingworth’s investigation, which was car- 
ried out independently of that of Dr. Wood, 
indicates that if a man gets his ordinary 
amount of sleep and food he can, under the 
influence of caffeine, do more mental work 
and certainly do it more easily than when 
this drug is not taken. Dr. Wood’s experi- 
ments also show that the frog’s muscle can 
do more work under the influence of caf- 
feine than without it. In other words, it 
would seem that this drug acts as a 
lubricant, so to speak, so that more work 
can be accomplished with no more expendi- 
ture of tissue or energy than is ordinarily 
the case. In other words, its use does not 
cause exhaustion of the nervous and mus- 
cular systems, but enables them to act with 
greater ease. 





TRAUMATIC HEMOTHORAX. 





In spite of the very considerable attention 
devoted to this subject and the large num- 
ber of cases reported embodying the result 
of clinical experience, there is yet no 
unanimity of opinion concerning the prin- 
ciples which should govern the immediate 
treatment of hemothorax. The well-known 
tendency of these accumulations to sup- 
purate constitutes a leading argument in 
favor of immediate intervention. That they 
do not always so do, and that immediate 
intervention is attended by a certain mor- 
tality, constitute at least some reason for 
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conservative treatment unless the symptoms 
of progressive bleeding or the mechanical 
interference with respiration or circulation 
urgently call for immediate relief. 

The conservative treatment has for its 
end the thorough cleansing and tight 
closure of the wound without probing, fixa- 
tion of the chest by straps or bandages, and 
absolute body quietude secured by rest in 
bed ‘and morphine in sufficient doses. 
Lucas-Championniére maintains this condi- 
tion of splinting sometimes for a period of 
six weeks. Should the signs of pressure 
increase as evidences of marked dyspnea 
and displacement of the heart, part or all of 
the blood may be evacuated, preferably by 
aspiration. This puncture, if required at 
all, is usually called for in the first two or 
three days. A similar aspiration is called 
for in five to six weeks if the pleural ef- 
fusion is not absorbed. 

As to the clinical results of this conserva- 
tive treatment Le Normant (Journal de 
Chirurgie, September, 1911) quotes Garré’s 
report of 700 cases of pulmonary trauma- 
tism with 40 per cent of deaths. As con- 
trasted with this, Le Normant notes, of a 
large number of cases reported, a mortality 
of less than 20 per cent following conserva- 
tive treatment. If those cases are elimi- 
nated in which there are complicating le- 
sions of viscera other than of lungs, such 
as the heart, great vessels, the spine, and 
abdominal organs, of 1056 wounds of the 
lung there were but 105 deaths, a mortality 
of 10 per cent. It is also shown that this 
favorable result is often obtained in cases 
accompanied by a very abundant hemo- 
thorax with pronounced mechanical dys- 
pnea. It must also be recognized that even 
though the majority of cases are saved 
under. this treatment, 10 per cent die. 

As to the causes of death, two-thirds 
perished from hemorrhage, one-third from 
infection. The probability of the latter 
complication is proportionate to the size of 
the hemorrhage. 

Concerning the aggressive treatment by 
thoracotomy and direct hemostasis applied 
to the injured lung, the question most diffi- 
cult to determine perhaps is as to whether 
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this is or is not imperatively called for. Le 
Normant states quite justly that much more 
importance should be attached to the evo- 
lution of the symptoms than to their indi- 
vidual prominence on examination. When 
both the local and constitutional symptoms 
of hemorrhage become progressively more 
pronounced in spite of a well-conducted 
conservative treatment, operative interven- 
tion is surely called for. Thus, on repeated 
observation, if the hemothorax is increasing, 
the dyspnea more threatening, the pulse 
weaker and more irregular, the temperature 
falling, operation is indicated. 

There is among surgeons at the present 
time a growing tendency to treat pene- 
trating wounds of the chest in much the 
same way as penetrating lesions of the 
abdomen, viz., to make an exploratory 
thoracotomy, closing if there be little or no 
blood in this cavity or no sign of bleeding, 
and opening more widely if there be abun- 
dance of blood in the pleural cavity, and 
securing the point of bleeding if this be 
accessible. Many surgeons advise this as 
a routine procedure in the absence of either 
local or general symptoms of marked hem- 
orrhage. Le Normant observes that if it 
can be proven that exploratory thoracotomy 
is under such circumstances in itself a safe 
procedure, nothing can be said against it. 
It appears, however, that such operations 
are attended by a very large mortality, 
namely, 33 per cent, and this large mortal- 
ity persists, although in recent years cases 
have been multiplied. Thus, in 1895 Garré 
noted five deaths in nine cases; in 1907 Mar- 
tel recorded 47 cases with 14 deaths; in 
1910 Moller reported 64 cases with 21 
deaths. Le Normant has collected 133 cases 
with 44 deaths. He believes that even this 
mortality is less than that which really ex- 
ists. Moreover, examination of the recent 
cases by no means proves that all those who 
survived would not have done so had they 
been treated more conservatively. Baudet, 
who was a firm believer in systematic and 
immediate intervention, has published a se- 
ries of 25 cases of stab wounds with nine 
deaths. 

As to the causes of these fatalities, they 


were practically all due to hemorrhage or 
infection. A greater number became in- 
fected than was the case in the series treat- 
ed in a conservative way. Infection seemed 
to be rather the rule. Of 25 cases operated 
on by Stuckey, only six recovered without 
this incident. 

Hence Le Normant concludes that direct 
intervention in case of wounded lung should 
be the exceptional and not the routine treat- 
ment, and should be reserved for cases in 
which it is absolutely indicated as an imme- 
diate life-saving means. Moreover, it can 
he readily shown that many of the bleeding 
wounds of the lung cannot possibly be 
reached by any form of thoracotomy, 
Garré having noted on the basis of 150 
careful observations of patients dying of 
wounded lung that perhaps five or six per 
cent could have been helped by an imme- 
diate operation. Moreover, Tuffier states 
that the larger his experience the more firm 
his conviction that the indications for im- 
mediate operation are exceptional; that 
death occurs in these serious cases in the 
first few hours following the accident; that 
those who pass through this period usually 
recover. In the cases of colossal hemor- 
rhage there have been many deaths upon 
the table, and it is quite true that some of 
these dying cases have been undoubtedly 
saved by surgical intervention. Le Nor- 
mant considers that surgery does not offer 
its best results in these overwhelming cases, 
but rather in those which are slowly but 
persistently progressing. Under such cir- 
cumstances operation practiced some hours 
after the injury is entirely logical and life- 
saving. Recurrence of the bleeding is also 
an absolute indication for operation. 

As to the technique of thoracotomy, the 
opening must be large and must be made 
by cutting through the ribs and turning 
back big flaps, including the entire thick- 
ness of the chest walls and at least three or 
four ribs an inch from the sternal border 
to the axillary line. Or the intercostal 
space may be split through its whole length 
from the spine to the sternum and spread 
widely by retractors. The blood is then 
emptied from the chest and the lung seized 
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and drawn into the wound. Hemostasis is 
accomplished either by ligature or suture, 
preferably the latter. At times forcipressure 
and cauterization or pneumopexy—.e., fix- 
ation of the wounded portion of the lung 
to the parietal pleura—are needful. Occa- 
sionally a tampon may be absolutely essen- 
tial and the only means of -stopping the 
bleeding. The mortality is higher than 
when other means are available. 

In closing the wound there is some dif- 
ference of opinion as to whether it should 
or should not be drained. If it be hermet- 
ically closed the pneumothorax can be at 
once relieved by aspiration. 

Noetzel has experimentally shown that 
the pleura exhibits a considerable resistance 
to infection, but that this resistance is di- 
minished by all departures from its physio- 
logical condition, such as pneumothorax 
with its effect upon the lymphatic and blood 
circulation. An injection of staphylococcus 
into a pleura previously subject to pneumo- 
thorax always caused pleurisy. The 
chances of cure are much better if the 
pleura be completely closed by a suture 
than if it be drained. In the latter case the 
infection is more certain and more serious. 
Of 45 cases sutured and drained there were 
19 cases of infection (40 per cent). Of 
40 cases not drained there were six cases 
of infection (15 per cent). The cases in 
which drainage of the pleura is absolutely 
required are rare. 

The aspiration of pleural air after com- 
plete closure of the wound establishes im- 
mediately a normal condition of respiration. 
It is held that this procedure sometimes 
encourages a recurrence of bleeding, and 
Le Normant himself concludes it is need- 
less since the air is absorbed with great 
rapidity, at times within thirty-six hours. 





THE USE OF SILVER WIRE IN 
OPENING THE KIDNEY. 





It will be remembered that some ten 
years ago Brodel published an admirable 
study of the vascularization of the kidney, 
pointing out the two main arterial trunks 
with their branchings and the comparatively 


avascular area through which an incision 
should be carried if splitting of the kidney 
were required for removal of calculus or 
for other purpose. Cullen and Derge (Sur- 
gery, Gynecology and Obstetrics, Oct. 19, 
1911), basing a further study on Brddel’s 
work and much that had preceded it, con- 
ceived the idea that the kidney might be 
opened with the least possible traumatism 
to its vascular supply by means of a wire. 
They argue that if it were necessary to 
pass a wire between two trees, the branches 
of which interlaced, it is obvious that this 
could be more readily accomplished, and 
with less damage to the trees, by drawing 
the wire from below upward than from 
above downward. In its upward passage 
the branches would slip aside and the twigs 
and leaves would be the only structures 
damaged, whereas in the downward move- 
ment of the wire, the less resistant branches 
would be broken or- considerably bruised. 
Similarly, were a sharper instrument than 
the wire used the same comparative results 
would be obtained. While all the branches 
would be severed in its downward direction, 
a considerable number would undoubtedly 
escape were the instrument directed up. 
ward. 

As a necessary deduction from this rea- 
soning, it seemed obvious that in cutting 
the kidney the most satisfactory results 
would be obtained by a blunt instrument 
carried from within outward, thus pushing 
the vessels aside. An experimental investi- 
gation, utilizing No. 3 silver wire, showed 
that the amount of bleeding when the kid- 
ney was thus split averaged only one-half 
that from a knife incision of equal size; 
that this bleeding was readily controlled ; 
that there was no postoperative hemor- 
rhage; and that the resulting infarct was 
much smaller. 

Before making the incision by any 
method the surface of the organ should be 
carefully examined in order to determine 
the proper location of the opening. The 
operator should assure himself that the an- 
terior circulation predominates over the 
posterior, this being true only in four-fifths 
of the cases. Such kidneys show a rounded 
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front and pulsating artery in the anterior 
portion of the hilum. The posterior sur- 
face is flat and shows the deeply marked 
notch in which the posterior hilum and the 
pelvis lie. The plane of vascular division 
is in such kidneys in the posterior paren- 
chyma, and the deeper the notch the fur- 
ther back it lies. If on palpation the ante- 
rior hilum is found notched and pulsating 
arteries are found in the posterior hilum, 
the avascular zone will be found in the 
anterior parenchyma. If no notch is felt 
on either side of the hilum, the incision 
should be exactly in the central plane of 
the kidney. 

Attention is also called to the necessity 
of recognizing whether or not the pelvis 
be an intra- or extrarenal structure. In the 
former case“a single incision is safe, in the 
latter dangerous, since there is always, 
then, a divided pelvis with a thick, highly 
vascularized parenchyma between the di- 
visions. An intrarenal pelvis is recognized 
by the presence of a small, narrow hilum 
with recurring poles, while an extrarenal 
pelvis is associated with a long, wide hilum, 
with the renal poles far apart. Where the 
pelvis is divided as in the extrarenal cases, 
two separate incisions are indicated. 

As to the technique of the operation of 
nephrotomy, Cullen and Derge, in conso- 
nance with the general surgical principles, 
advise exposure of the least possible amount 
of renal parenchyma compatible with the 
result to be obtained. If there be a small 
stone at the lower pole a radial incision is 
advocated, making this opening with a 
curved liver needle, on which is threaded 
No. 3 silver wire. The needle is introduced 
into the pelvis of the kidney, is passed 
through the pelvis into one of the calyces, 
and is brought out at a radial point on the 
convex border. The capsule is then split 
with a knife to avoid tearing, and by a 
gentle sawing motion the wire cuts its way 
through. In case more room is needed the 
pelvic incision should be enlarged. For the 
removal of several stones, or the removal 
of a stone at the upper pole, an L-shaped 
opening is advised. A radial opening is 
made as just described. From the outer 


end of this incision the needle is carried 
into the pelvis and brought out at a corre- 
sponding point near the upper pole. After 
splitting the capsule with a knife the kid- 
ney is then sawed through. This enables 
the organ to be examined thoroughly with- 
out injury to arterial branches. For a large 
branching stone it is advised to cut down 
upon it with a knife, since the vessels are 
widely separated and the parenchyma 
thinned out. The authors strongly advise 
against making a radial wire incision at 
the upper pole, as incision at this point will 
pass through the large posterior branch of 
the renal artery. 

In exploratory nephrotomy, such as may 
be called for in suspected “essential hema- 
turia” or tuberculosis, examination of the 
kidney parenchyma is often advisable. 
Wide exposure of the pelvis is not essen- 
tial. A small vertical slit in the posterior 
wall of the pelvis is made with the knife, 
and the silver wire with a straight liver 
needle threaded on either end is introduced. 
Each needle is then successively passed 
through the pelvis in an oblique direction, 
and traversing the kidney substance 
emerges at the corresponding points on the 
surface. The wire is then pulled taut and 
is in position for use. The small opening 
in the pelvis can then be immediately closed 
with fine catgut. The nephrotomy is then 
completed in the usual manner. This in- 
sures the needle always entering the pelvis, 
even though the latter be collapsed. Nor 
is there a chance of this wounding any of 
the large arterial branches. In making the 
incision with the wires firm counter-traction 
must be made. Moreover, injury of the 
renal poles is carefully avoided because of 
their extreme vascularity. 

The nephrotomy wounds in the human 
have been closed with two rows of mattress 
sutures of twenty-day catgut, and the super- 
ficial margins approximated with a running 
or interrupted suture of fine, plain catgut, 
these sutures being placed by straight liver 
needles. The pressure employed in tying 
is just enough to insure good approxima- 
tion. This readily controls the bleeding 
and there is very little pressure on the 














ile Sw 


Se aint saris eicadial oN 


REPORTS ON THERAPEUTIC PROGRESS. 31 


blood-vessels, the greatest strain being lim- 
ited to the capsule. No drain is ever used 
through the cortex into the pelvis of the 
kidney. Nineteen nephrotomies are re- 
ported with no severe postoperative hem- 
orrhage in any of them, but the urine was 
bloody or blood-tinged for a number of 
days. 

This contribution, as based on anatomical 
grounds, supported by experimental inves- 
tigation and finally proved by clinical use, 
carries lessons of major importance to the 
operating surgeon. It is obvious that con- 
siderable force is often needful with the 
wire as used, since the surgeon is cautioned 
to employ counter-traction lest the renal 
vessels be torn. It also seems a fair infer- 
ence that up to a certain point the finer the 
wire the less the trauma, although the 
immediate bleeding may be greater. This, 
however, is not difficult to control. The 
special virtue of the procedure lies in the 
fact that it enables the surgeon to assuredly 


reach the pelvis of the kidney with its 
calyces, to expose it widely, to cleanse it 
thoroughly with a minimum amount of in- 
jury to the kidney structures and its ves- 
sels. The caution in regard to placing the 
mattress sutures is timely. These have 
been objected to on the ground that they 
cause an extensive destruction of renal 
parenchyma. This is proportionate to the 
firmness with which these sutures are tied. 
Since very little pressure is required to re- 
lieve the bleeding which occurs at the end 
of an exploration of the kidney, the sutures 
should be tied down with no more force 
than is necessary to check this bleeding. 
The effect of subsequent tightening inci-- 
dent to inflammatory reaction and swelling 
is difficult to guard against. Since the 
bleeding once checked is not prone to recur, 
it is probable that the use of absorbable 
sutures which partially disintegrate in the 
course of three or four days will prevent 
this complication. 
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ALCOHOLISM AS A COMPLICATING 
FACTOR OF ANESTHESIA. 

In the Medical Record of Sept. 30, 1911, 
McMeEcuam asserts that it happens fre- 
quently that during the conduct of narco- 
sis in alcoholic subjects, despite expert ad- 
ministration, jactitation, spasticity, and 
clonic spasm develop from operative trau- 
ma, certain manipulations, or turgescent 
cyanosis. Under such circumstances it has 
been the experience of Rowell and Kings- 
ford that under chloroform or ether nar- 
cosis, the spraying of a few cubic centi- 
meters of ethyl chloride upon the mask will 
almost immediately relax the muscles and 
quiet jactitation. A perfecting detail of 
this method is the concomitant use of oxy- 
gen to control any imperiling degree of 
cyanosis which may arise during the con- 
duct of narcosis. Oxygen not only renders 
anesthesia safer to the patient, but even 
when used in low percentages has a pecu- 
liar effect in maintaining the physiological 


balance of the gaseous constituents of the 
blood. It not only promotes the entrance 
of the ether vapor into the circulation, but 
also assists in its excretion by keeping the 
output of carbon dioxide to practically its 
physiological standard. The concomitant 
use of oxygen in this manner is not only 
more rational, but in the experience of ex- 
pert anesthetists, more successful in obviat- 
ing and combating anesthetic dangers than 
the concomitant use of carbon dioxide. 
Postoperative recovery is exceptionally 
rapid in alcoholic patients, who are often 
able to talk and look about them within 
two or three minutes after withdrawal of 
the anesthetic. Postanesthetic vomiting is 
a rare after-effect, and aside from suppres- 
sion of urine or the supervention of delir- 
ium tremens or pneumonia there are few 
complications. Now that it is possible to 
establish the gauge of kidney function, the 
urinary output test should be used prelimin- 
ary to operation on alcoholics whose history 
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or preoperative condition makes them haz- 
ardous risks. 

As Bellamy-Gardner has suggested, some 
alcoholic patients cannot be satisfactorily 
anesthetized by any known method, and in 
operating upon subjects of known alcoholic 
excesses a method of fixation to the table 
recently illustrated by Herb, and also in 
routine use at Bethesda Hospital, Cincin- 
nati, Ohio, is remarkably effective. A 
heavy canvas surcingle is circled about the 
patient and table, just above the knees, and 
drawn sufficiently taut not to be uncom- 
fortable, but to prevent untoward move- 
ments during the excitement stage of nar- 
cosis. The wrists are either held firmly 
to the sides of the hips by leather wristlets, 
joined by a strap under the gluteal fold, 
or may be circled by strands of twisted 
gauze, tied with an inch leeway, so that 
no movement of the patient can impede 
circulation by tightening the loop. The 
gauze is passed under the thighs or is tied 
to the table so as to flex the forearm on 
the biceps. The wristlets must have auto- 
matic catches which can be instantly re- 
leased, and the gauze must be tied in single 
bow knots, so that in case of emergency, 
when artificial respiration must be resorted 
to, the arms of the patient may be quickly 
released. Bimanual pressure over the 
lower ribs is very effective in reéstablishing 
respiration which has been arrested by spas- 
modic fixation of the chest. 

The suggested restraint is not only 
harmless and convenient, but it also pre- 
vents any untoward movements on the part 
of patients at any stage of narcosis or 
operation, a precaution that is well worth 
taking in advance, when confirmed alco- 
holic subjects are concerned. Also the cus- 
tomary stirrups attached to operating tables 
lend themselves poorly to securing alco- 
holics in position for perineal or rectal 
operations. The Clover-clutch, carefully 
adjusted and safely anchored, the Bierkoff 
stirrups, or the shoulder-strap leg-holders, 
which flex the thighs on the abdomen, are 
decidedly preferable in use. Other stir- 
rups, which secure the required position by 
straps about the ankles and insteps, give 


the patients a powerful purchase for push- 
ing themselves up the table. Preliminary 
hypodermic injections of morphine alone, 
or in combination with hyoscine, or atro- 
pine, are a serviceable routine in all alco- 
holics, not presenting symptomatic contra- 
indications to the drugs mentioned. 

Postoperatively, should there be suppres- 
sion of urine, sparteine sulphate, if used 
in sufficient dosage, is a specific. Also, if 
there is likelihood of delirium tremens 
supervening, appropriate medical treatment 
should both anticipate and immediately fol- 
low the operation and be pushed to effect. 

While attention to all these details will 
make the narcosis safe for the patient, as 
convenient and satisfactory as possible for 
the operator, still expert anesthetists will 
always feel, after grave experiences with 
alcoholism as a complicating factor of anes- 
thesia, that it is deplorably prevalent and 
would gladly be dispensed with, could such 
an improbable event occur. 





THE TREATMENT OF ANEMIC ENTER- 
OPTOTIC DYSPEPSIA. 

PEcKHaM in the Medical Record of Sep- 
tember 30, 1911, in writing on this subject 
says that measures directed to the improve- 
ment of the patient’s general condition may 
be considered under the heads of hygiene 
and of therapeutics. Under hygiene may 
be mentioned the sojourn at some spa, 
where the waters are of a mildly alkaline 
reaction, or in some place where an out- 
of-door life, freedom from care, and a gen- 
eral change of scene may be enjoyed. The 
patient’s tastes may be consulted upon this 
subject, but any fishing or shooting trips 
must be well considered with the amount of 
fatigue in view. Traveling in the wilds of 
Maine is apt to be rather heavy work for 
those patients, unless the pace is made suffi- 
ciently moderate. A course of treatment 
on the lines of the fresh-air cure is often 
of great service, especially if the patient 
is much reduced physically. 

Regarding drugs there is very little to 
be said. General tonics may be used. 


Phosphorus or the pyrophosphate of iron, 
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alone or combined with gentian, may be 
tried. Tonics very rich in alcohol should 
not be used. Ammonium carbonate is a 
valuable stimulant, if one is needed. 

The gastric peristalsis may be very 
closely imitated by massage of the abdo- 
men. This is best performed within two 
hours after eating. This manipulation con- 
sists in gently stroking the abdomen from 
side to side with the flat hand. Its proper 
performance requires some practice. The 
error is usually made on the side of too 
much force and too rapid stroking. This 
method must be used with caution, espe- 
cially if there is any tendency to a spastic 
condition in the colon, when it will cause 
discomfort and pain. It may well be com- 
bined with general massage. In the atonic 
forms of constipation it is the treatment 
par excellence, as under its use the bowels 
become more active and nutrition is very 
much improved. 

Measures directed to the relief of the 
intestinal symptoms have a very important 
place in the treatment of these cases. There 
is always a certain irritable condition of the 
pylorus present, resulting from the irrita- 
tion of the intestinal mucosa. This is very 
apparent in those cases that show a 
marked increase in the degree of acidity of 
the gastric contents. This may even reach 
the point of spasm. Whenever nausea is 
present we may assume that there is an 
irritation of the intestinal mucosa, or that 
this irritation has even reached the point of 
a catarrh. Bismuth is probably the most 
useful drug that we possess for the relief 
of this condition. It should be given in 
large doses and upon an empty stomach. 
Besides coating the intestinal mucosa and 
protecting it from the hyperacid chyme, it 
also acts as a very efficient intestinal anti- 
septic. The bromides are also of service, 
reducing the secretion of hydrochloric acid 
and allaying many of the reflex nervous 
symptoms, which are so troublesome in 
these cases. Belladonna also may be used, 
always bearing in mind that many people 
are very susceptible to its action. Menthol 
and valerian may be tried. Among the 
alkalies may be mentioned sodium bicar- 


bonate, calcium carbonate, and the alkaline 
mineral waters, omitting those that have 
any cathartic action. Small doses of chlor- 
ate of potassium may also be administered 
with improvement in many cases. 

Cathartics should be avoided as much as 
possible. In patients past middle life their 
use may be necessary, but in most cases 
little permanent good can be accomplished 
while the patient is the victim of the ca- 
thartic habit. 

The operation of gastrojejunostomy has 
no place in the treatment of anemic enter- 
optotic dyspepsia. Cases in which it is of 
benefit are few and far between, and in 
many cases the author has thought that it 
has done irreparable harm. In cases com- 
plicated with ulcers, however, it may be 
performed after medical treatment has 
failed. 

These patients are deserving of more 
attention than is usually bestowed upon 
them. In no other class of cases are a 
thorough physical examination and careful 
and painstaking diagnosis more important. 
Serious errors in diagnosis are without ex- 
cuse. For example, the diagnosis of ane- 
mic enteroptotic dyspepsia in the presence 
of gastrectasia is a fault that is apt to re- 
flect upon our medical skill. The most 
common mistakes arise from confusing 
chronic catarrhal gastritis, dilatation of the 
stomach, and carcinoma with anemic dys- 
pepsia—in other words, an organic with a 
functional disease. 

These cases belong to that class known 
as the physically deficient. They are, as a 
general thing, poorly fitted to fight the bat- 
tles of iife. Nutrition with them becomes 
a positive burden. They are apt to be the 
subjects of tuberculous infections or of 
other low grades of inflammation. They 
show a marked tendency to develop psy- 
chopathies, neuropathies, drug habits, and 
alcoholism. They are active mentally and 
are very quick to detect any inconsistencies 
in the statements made to them in the 
course of their treatment. They are con- 
stantly in search of the royal road to re- 
covery, and the amount of time that they 
will spend in efforts to save themselves 
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mental and physical labor is remarkable. It 
is very difficult to get them to follow a 
régime with any degree of consistency. 
Their idea of life makes it, to them, one 
of constant compromise. 

Many of the results of treatment may be 
called truly brilliant, but at times our best 
efforts will end in failure. We should re- 
gard these cases as mechanical problems, 
in which we must so handle an insufficient 
gastric conveyor that it may serve the re- 
quirements of the bodily nutrition. 





THE TREATMENT OF SYPHILIS 
BY SALVARSAN. 

Brown1NG and McKeEnzir, in the British 
Medical Journal of September 23, 1911, 
state that during the past fifteen months 
about 300 cases have been treated with 
salvarsan. These include almost all the 
early and late manifestations of syphilis. 
The number of cases treated, in which the 
only clinical evidence of infection was the 
primary sore, is 22. Two of these received 
one injection of 0.3 gramme as clear alka- 
line solution intramuscularly ; four received 
0.4 gramme as neutral suspension subcu- 
taneously; the rest were treated by intra- 
venous injection with doses varying from 
0.3 to 0.6 gramme in dilute alkaline solu- 
tion (0.1 gramme salvarsan in 50 Cc. nor- 
mal saline solution). In none of the 22 
cases has any symptom appeared since the 
treatment. The two cases treated intra- 
muscularly have been quite well for almost 
a year, and the serum reaction was nega- 
tive in both six months after the injection. 
In three of the four cases treated with 
neutral suspension the serum reaction was 
negative six months after injection. In 
the fourth case the reaction was still posi- 
tive after six months. An intravenous in- 
jection of 0.5 gramme was given, and a 
month later the serum reaction was nega- 
tive in this case also. All of the 16 pa- 
tients treated intravenously received a sec- 
ond injection after three or four weeks. 


The serum reaction in 7 out of 10 was 


negative a month after the second injec- 
tion. The other cases have not yet been 
examined. 


The number of cases of early syphilis 
treated in which, in addition to the chancre, 
there were other signs of infection— 
namely, fever, headache, sore throat, and 
exanthemata—is 80; of these 6 received, in 
the first instance, intramuscular injections 
of clear alkaline solution; 17 received neu- 


tral suspension in the scapular region; the 


rest were injected intravenously. The 
dosage varied from 0.3 to 0.6 gramme, the 
majority receiving 0.4 to 0.5 gramme. Of 
the 17 cases which received neutral sus- 
pensions, 8 subsequently received intrave- 
nous injections. It is impossible to classify 
these cases according to the method of in- 
jection or the dosage, because some pa- 
tients were treated by several methods, and 
the doses depended on the weight and sex 
of the patients. The general result of treat- 
ment in these 80 cases was an almost im- 
mediate disappearance of all the symptoms 
after a single injection. In every instance 
the chancre healed within a fortnight, and 
in some cases in five days. Macular and 
roseolar eruptions disappeared within ten 
days. Ulcers in the mouth healed within 
ten days. In three of the cases treated by 
subcutaneous injection of 0.38 gramme as 
neutral suspension, relapse occurred before 
the treatment was repeated. In one case 
this occurred eight weeks after the first in- 
jection, and took the form of iridocyclitis 
of one eye and slight optic neuritis of the 
other. A second injection of 0.4 gramme 
salvarsan as neutral suspension caused the 
symptoms to disappear in a week. Eight 
weeks later iridocyclitis reappeared, now 
affecting both eyes. They did not have the 
opportunity of seeing the patient at the time 
of the second recurrence. He was treated 
with mercury, which caused some improve- 
ment, but after six months of such treat- 
ment the serum reaction was still positive. 
It is important to note in connection with 
this case that the drug in neutral suspen- 
sion was imperfectly absorbed on both 
occasions. Considerable swellings were 
present at the sites of injection several 
months after treatment. The other two 


cases which relapsed had also been treated 
with neutral suspension, and in each case 
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the drug had been imperfectly absorbed. 
Intravenous injections produced immediate 
disappearance of symptoms in both cases, 
and the patients are still well six months 
later. 

The number of cases treated in the late 
secondary stage was 32. Each of these had 
been refractory to previous treatment with 
mercury. They presented severe lesions of 
the skin and mucous membranes—for ex- 
ample, deep ulcers involving the subcutane- 
ous tissues, and extensive necrosis of ton- 
sils, soft palate, and turbinate bones. In 
every case salvarsan produced complete 
arrest and healing of the local condition. 
As regards the method of treatment, seven 
received subcutaneous injections of neutral 
suspension in the first instance, and six of 
these received an intravenous injection sub- 
sequently. The remaining 25 were each 
treated by two intravenous injections. In 
18 out of the 32 cases the serum reaction 
was negative one to three months after the 
second injection; in the remaining cases 
the time which has elapsed since treatment 
is too short to admit of any conclusion. 

A woman with a secondary syphilis and 
in the sixth month of pregnancy was 
treated with 0.4 gramme intravenously, re- 
peated after five weeks. A healthy child 
was born at full time, and six months after 
the birth both mother and child were in 
good health. 

The number of cases treated in the terti- 
ary stage was 14, including gummata, indo- 
lent ulcers, periosteal thickenings, and se- 
vere forms of neuralgia. The gummata 
disappeared and the ulcers healed in every 
instance. One case of severe trigeminal 
neuralgia in a woman who had never had 
any symptoms of syphilis, but whose serum 
gave a positive reaction, was cured after an 
intramuscular injection of 0.5 gramme in 
clear alkaline solution. Severe neuralgic 
pains in the legs in two syphilitics, twenty 
years after infection, disappeared after one 
intravenous injection of 0.4 gramme in 
each case. 

The number of cases of general paralysis 
of the insane treated was 58. In 12 pa- 
tients there has been a marked amelioration 


of symptoms, and six of these are now free 
from restraint and pursuing their ordinary 
work. In addition, seven cases of loco- 
motor ataxia have been treated; in three 
there has been marked improvement. It 
must be noted, however, that while dis- 
tinct benefit has been obtained in “para- 
syphilitic” conditions, the results are much 
inferior to those in the more recent mani- 
festations. 

Three cases of congenital syphilis with 
late lesions have been treated. Here also 
the results are less satisfactory than in re- 
cent syphilis. The symptoms in such cases 
disappear slowly, and the serum reaction 
tends to remain positive. One case of an 
extensive skin syphilide in a boy of fifteen 
healed excellently, and the serum reaction 
became negative after one subcutaneous in- 
jection (0.45 gramme, which was poorly 
absorbed) and two intravenous injections 
(0.2 and 0.27 gramme). 

In regard to the advantages and risks 
of salvarsan it may be said that the effect 
of the injection is, in most instances, im- 
mediate, and intravenous administration 
causes practically no discomfort. One in- 
jection is more efficacious than a prolonged 
course of mercury. Symptoms disappear 
and ulcers heal rapidly; not merely does 
this diminish chances of spreading infec- 
tion, but it saves the patient from the grave 
consequences of chronic lesions. Cases 
which have proved refractory to mercury 
generally yield at once to salvarsan. By 
intravenous injection the drug is brought 
into contact with the tissues in maximum 
concentration; hence the conditions are 
most favorable for sterilization. 

Browning and McKenzie have given 
about 400 intravenous injections, and have 
observed no serious result. The only case 
showing severe symptoms was that of a 
man who was seized a few hours after the 
second injection with much sickness and 
vomiting, accompanied by considerable col- 
lapse. On the following day jaundice was 
present. In three days the symptoms had 
passed off. The first injection had been 
well borne in this case. A complication 
which may follow the subcutaneous admin- 
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istration of neutral suspension is the occur- 
rence of extensive necrosis of the skin and 
the adjacent tissue. Hence this method of 
injection cannot be recommended. An ex- 
amination of the literature shows that in 
most instances fatal results occurred in 
cases which were in a hopeless condition 
prior to treatment, or in which the drug 
had been wrongly administered. Taking 
into consideration also the fact that salvar- 
san had been administered about a million 
times during the first year of its use, they 
consider that the unfavorable criticisms re- 
garding the toxicity of the drug are with- 
out foundation. This applies to statements 
regarding danger both of death and also 
of nerve damage following treatment with 
cocaine and antipyrin as regards safety of 
administration, and it is probably safer than 
ether or chloroform. 

Much light has recently been thrown on 
the latency and chronicity of syphilitic in- 
fections. It is probable that mercury, espe- 
cially as ordinarily administered by the 
mouth, in the majority of cases renders the 
infection merely latent, so that there is still 
the possibility of manifestations of the dis- 
ease occurring at a later date. The object 
of treatment is to produce complete sterili- 
zation. As the best possible means to this 
end a combined therapy is recommended. 
The treatment should be begun as soon as 
possible. Where there is the suggestion of 
a primary syphilitic lesion, even if spiro- 
cheetze cannot be found and the serum re- 
action is negative, treatment should be be- 
gun without delay. An intravenous in- 
jection of alkaline solution of salvarsan 
should be given (0.4 to 0.5 gramme in the 
case of a man), and this should be repeated 
in three weeks. After each injection a 
course of mercurial inunction should be 
given. Of course, attention should be paid 
to general hygiene, and there should be 
abstention from tobacco and alcohol. 

The serum test is indispensable for con- 
trolling the effect of treatment. It is not 
enough that the serum should be negative 
on One occasion; it must remain negative. 
As the result of inefficient treatment the 
serum may become negative only tempora- 


rily. An examination of the serum should 
be made at periods of three to six months, 
and again a year after all symptoms have 
disappeared. It cannot be too strongly 
emphasized that the syphilis reaction must 
be carried out by those experienced in the 
use of a reliable method; abbreviated and 
simplified tests are likely only to prove mis- 


leading. Thus, in the experience of the 


authors, there is no method so delicate and 
so uniformly reliable as that involving the 
use of lecithin and cholesterin, which has 
been described by Dr. Cruickshank and 
themselves. 





CONTINUOUS ANTISEPTIC INHALA- 
TION IN THE TREATMENT 
OF PULMONARY TU- 
BERCULOSIS. 

Muruu in the British Medical Journal 
of September 23, 1911, reminds us that 
various antiseptic substances have been 
brought into use in the inhalation treat- 
ment, chiefly carbolic acid, guaiacol, creo- 
sote, turpentine, terebene, menthol, pine, 
eucalyptus, formalin, chloroform, etc. 
While making some trials on the volatility 
of antiseptic drugs, the author found that 
the success of introducing an inhalant into 
the small bronchial tubes and air-passages 
was proportionate to the degree of diffusi- 
bility of the antiseptic mixture used. 
Though the choice of selecting an antisep- 
tic mixture is more a matter of taste and 
experience than any superiority of one set 
of drugs over another, still the drugs should 
be so combined that the mixture does not 
act as an irritant, is pleasant and aromatic, 
and as perfect as possible in regard to its 
volatility and diffusibility. He uses two or 
three different solutions to give variety, 
and to suit the various conditions and idio- 
syncrasies of patients. No. A solution con- 
tains formaldehyde (from 2% to 10-per- 
cent strengths), menthol, pumiline pine, 
chloroform, and rectified spirit. No. B 
solution, in addition, contains guaiacol in 
12%4-per-cent strength. No. C is a stronger 
mixture, containing guaiacol, terebene, 
pumiline pine, menthol, chloroform with 
rectified spirit; and used at night, or when 
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formalin is not tolerated. The following 
are the formule of the various solutions: 


Inhalant A. 
Formalin, 24 per cent; 
Chloroform, 3j; 
Menthol, gr. x; 
Ol. pini pumilini, mins. x; 
Spt. vini rect., q. s. ad £3). 
Inhalant B. 
Formalin, 5 per cent; 
Guaiacol, 12% per cent; 
Chloroform, 3}; 
Menthol, gr. xv; 
Ol. pini pumilini, mins, xv; 
Spt. vini rect., q. s. ad £3). 
Inhalant C. 
Guaiacol, 3ij ; 
Chloroform, 3j; 
Menthol, gr. xv; 
Ol. pini pumilini, mins. xv; 
Terebene, 3}; 
Spt. vini rect., q. s. ad £5). 
About 10 drops to be sprinkled on the cotton- 
wool every half to one hour. 


As formalin solution contains more than 
50 per cent of water, formaldehyde (in the 
form of gas) is conveyed into the inhalant 
to make it more volatile. 

To give an example of what is done in 
the sanatorium: When a patient is admit- 
ted in an early stage, with practically no 
fever or cough, he is given two hours of 
inhalation, which is increased to four, six, 
and then eight or nine hours a day; and as 
he improves, the hours are reduced to six, 
then four, and before he leaves the sana- 
torium to two hours a day. If the patient 
has a raised temperature on arrival, or his 
condition is such as to make it necessary 
to keep him in bed, he has the inhalation 
all the day, and as far into the night as pos- 
sible. As the temperature comes down, and 
his general condition improves, the hours 
are gradually reduced. Patients begin 
with the A solution (with 2% per cent of 
formalin), and go on to B, which they use 
as their standard solution. The inhalant 
C is generally used at night.. In this way 
the author has treated more than 300 cases 
and cannot record a single case in which 
the inhalations have done any harm. Of 
course a little caution and discrimination 
are necessary in regulating the dose and 


selecting the patients. The hours of treat- 
ment should be gradually increased so as 
to give time for the nose and air-passages 
to get accustomed to the antiseptic vapor. 
If stronger solutions of formaldehyde 
cause a soreness of throat or bronchial 
tubes, weaker strengths, or the C solution, 
should be substituted. The inhalation 
should be discontinued in cases of hemopty- 
sis or bad dyspnea. 

As to results, the beneficial effects of in- 
halation have been noticeable in so many 
cases that it is a sheet-anchor in their treat- 
ment, and has become a part of the daily 
programme of the patient’s life. Instances 
could be given of many remarkable cases 
of arrest of the disease in a few months, 
but it might be rightly objected that a few 
cases of recovery did not prove the value 
or the efficacy of the treatment. So the 
writer prefers to give the result in general 
terms. Leaving the first three years, when 
the inhalation treatment was in an experi- 
mental stage, more than 300 cases were 
treated from 1900 to 1910 by the inhalation 
method, of which about 52 per cent have 
got quite well—that is, well enough to 
resume their old or take up some new 
occupation. Analyzing according to the 
different stages, he finds that about 80 to 
85 per cent were in the early stage, 40 to 
45 per cent in the moderate, 8 to 10 per cent 
in the advanced stage. The question may 
here be raised as to how far this result is 
due to the open air alone or to the inhala- 
tion treatment. Though it is impossible 
to analyze exactly their relative merits, he 
makes the statement without hesitation that 
all the recoveries are not entirely due to the 
open air alone, for the following reasons: 
(a) Recovery in some cases was so re- 
markable that it cannot be attributed to 
open air; (b) patients who carried out the 
open-air treatment before they came to 
them began to improve very soon after they 
were put under continuous inhalations; 
(c) where the open air failed to bring down 
the temperature and expectoration, the 
inhalation succeeded in doing so in a good 
number of cases; (d) comparing the two 
periods, the percentage of results is greater 
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when the inhalation was firmly established 
than in the preinhalation days; (e) im- 
provement has been effected even in pa- 
tients living at home and those attending 
the out-patient department of hospitals, 
who for many reasons could not carry out 
the sanatorium treatment; (f) even in ad- 
vanced cases the writer has noticed a de- 
crease of fever and expectoration, and a 
slight improvement all round, making the 
patient’s life more easy and bearable. 





THE MANAGEMENT OF EPIDEMIC 
SUMMER DIARRHEA AND VOM- 
ITING, INCLUDING THE USE 
OF ‘SALINE INJECTIONS. 

To the British Medical Journal of Sep- 
tember 16, 1911, WALLER and WALKER 
contribute a paper on this topic and de- 
scribe their method as follows: 

On admission the stomach is washed out 
with saline (0.9-per-cent solution) at a tem- 
perature of 110° F. The gastric contents 
are often exceedingly foul-smelling and 
copious. With very few exceptions vomit- 
ing ceases absolutely and does not recur. 
The rectum is next washed out with saline 
at a similar temperature, the irrigation con- 
tinuing until the return flow is clear. If 
done in this order time is saved, as the 
bowels usually move freely during the gas- 
tric lavage, and the subsequent rectal irri- 
gation is a shorter proceeding. If any great 
degree of collapse or shock is present a 
mustard bath, or in extreme cases a mustard 
pack, is given, and is one of the most use- 
ful remedies that can be employed. The 
child will,-as a rule, then sleep quietly for 
an hour or so, during which time a subcuta- 
neous infusion of normal saline, or of a 
5-per-cent solution of glucose in normal 
saline, is started. 

The method of introducing the fluid un- 
der the skin is a point of some importance. 
It has been found that the usual way of 
conducting the fluid along india-rubber 
tubing from a supply situated some distance 
from the child is open to distinct objections. 
The fluid seldom reaches its destination 
with more than the chill off, and the child 
may experience no small degree of shock 


rather than any benefit. This fact may be 
easily tested by fitting up a flask containing 
fluid at a temperature of 180° F., and lead- 
ing it through tubing three feet long into a 
wad of cotton-wool in which a thermometer 
is placed. The conditions nearly represent 
those of the real procedure, and the ther- 
mometer will register about 80° F. At 
this temperature the fluid is absorbed very 
slowly ; in cases of rapid emaciation this is 
an additional disadvantage. A method 
which obviates both difficulties is to use one 
of the inexpensive forms of vacuum flasks 
now on the market. An india-rubber cork 
with two holes is fitted to it, and through 
these two glass tubes are introduced—one, 
drawn out to a fine point, allows air to enter 
the flask ; the other, which may conveniently 
be of the “two-way” kind, leads the fluid. 
Not more than 8 inches of narrow india- 
rubber tubing are attached to either limb 
of the two-way tube, and into the ends of 
each a small silver infusion needle is in- 
serted. A board laid across the sides of 
the cot, with a hole bored through the cen- 
ter, acts as a support for the neck of the 
inverted flask. 

This simple apparatus has proved so 
valuable in the wards that it may be worth 
while to mention a few points about its 
use. The cork tubes and needles are steri- 
lized by boiling ; the flask is disinfected and 
scalded out with hot water, and though 
there is a theoretical objection in that it 
cannot be boiled also, no untoward results 
have followed in the large number of cases 
in which it has been employed. In order 
to warm the vessel, it is allowed to stand 
for a few minutes before use filled with 
sterile water at 120° F. This is then 
emptied, and the amount of saline pre- 
scribed, plus about an ounce to allow for 
waste, is put in at a temperature of 120° F. 
This allows for a drop of 15° F. in transit 
through the tubing, and at 105° F. the fluid 
has been found to be absorbed most readily. 

The child is laid flat on its back, and the 
limbs secured by bandages tied to the sides 
of the cot. The abdomen or thighs are pre- 
pared as for surgical operation, and when 
the needles have been inserted they are 
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covered by a piece of sterile gauze or wool. 
The temperature of the fluid in the flask 
has been proved not to drop more than 2° 
or 3° F. in four hours. The amount usually 
ordered is about 7 ounces and takes two 
hours to run in. On one occasion where 
absorption was very rapid, 30 ounces were 
given continuously during the night to a 
baby nine months old with excellent results. 
The rate of flow can be controlled if neces- 
sary by screw clamps or artery forceps on 
the tubing. A very few minutes is enough 
to start the working of the apparatus, and 
when once the fluid is running the nurse is 
free to attend to other duties. An occasional 
inspection to watch the rate of absorption 
is all that is necessary. 

The feeding is perhaps the greatest dif- 
ficulty. Water, perfectly hot, is all that is 
allowed for twenty-four hours. It is best 
to feed the child at first with a spoon, as 
the great thirst induces the baby to take 
the bottle too greedily, and vomiting re- 
sults. Whey has been extensively tried as 
the first food. It answers well, but has the 
disadvantage of producing a dirty condition 
of the mouth, even when made freshly 
every three or four hours. Frequent clean- 
ing of the babies’ mouths is undesirable, as 
it again causes a tendency to vomit. For 
this reason a 5-per-cent solution of glucose, 
to which albulactin may be added, is useful. 
Any real return of vomiting calls for a 
repetition of gastric lavage, but unless milk 
is started too early this is unlikely to occur. 

Frequent repetition of the. subcutaneous 
infusion is the only way to replace the 
enormous loss of water from the tissues 
caused by the frequent stools, and opium 
has proved very useful in checking diar- 
rhea at certain stages and in controlling 
the restlessness that is often an accompani- 
ment. The weight was observed in one 
case to drop from 21 pounds to 14 pounds 
in eight days. There were frequent evac- 
uations of large watery stools, which 
measured in some instances over three- 
quarters of a pint and were passed as often 
as twelve times in twenty-four hours. 
Several ounces of saline were injected at 
twelve-hour intervals under the skin for 


nine days, and the child began slowly to 
make up lost ground when diarrhea ceased. 

Milk, freely diluted with water and with 
the addition of sodium citrate, is tried only 
when the diarrhea has shown signs of sub- 
siding. The strength of the feeds is very 
gradually increased, but if the attack has 
been severe and has occurred in a marasmic 
child, the digestive functions often seem to 
be entirely suspended for a long while. 
Open-air treatment has proved of the great- 
est possible value during convalescence. Of 
drugs, calomel in repeated small doses 
(1/10 grain every hour), castor oil 2 to 5 
minims, and opium seem perhaps the best; 
bismuth in anything but quite the late 
stages, the most deadly. Brandy is useful 
if its administration is not unduly pro- 
longed. 





HYPERTONIC SALINE AND PERMAN- 
GANATE IN CHOLERA AND 
DIARRHEA. 

LEONARD Rocers has recently spent sev- 
eral weeks in Palermo, where he has had 
the opportunity of testing under European 
conditions the system of treating cholera 
which proved itself so remarkably success- 
ful in his hands in Calcutta, where Dr. 
Rogers is professor of pathology. The 
method in which the treatment is carried 
out and the principles upon which it rests 
may be gathered from the paper published 
by him in the British Medical Journal of 
September 24, 1910, page 835, and a review 
of a book on Cholera and its Treatment, 
published in the Journal of April 1 last, 
page 760. The treatment consists in the 
injection—intravenous or subcutaneous—of 
hypertonic saline solution, and the adminis- 
tration of permanganates by the mouth. 
By the use of the hypertonic solution alone 
he obtained a remarkable reduction in the 
mortality in Calcutta—among native pa- 
tients the fall was from 60 to 33 per cent. 
When the injections were supplemented by 
the administration of permanganates by the 
mouth, the mortality was further lowered 
to 23 per cent. In Calcutta the disease was 
much more severe in Europeans, and the 
results were not so good; it was therefore 





40 THE THERAPEUTIC GAZETTE. 


deemed very desirable to test the method 
in cases of cholera occurring in Europe. 

During three weeks in Palermo, where 
he lived in the cholera hospital and received 
every assistance from the Italian doctors, 
Rogers had the opportunity of treating 
nearly seventy severe cases in the collapse 
stage. The rate of recovery was between 
60 and 70 per cent, a result better than he 
had obtained in Europeans in Calcutta. The 
solution which Professor Rogers recom- 
mends is composed of sodium chloride, 
grains 120; potassium chloride, grains 6; 
calcium chloride, grains 4; water, 1 pint. 
Tablets containing these salts are made by 
Parke, Davis & Co. Four tablets to 1 pint 
make the hypertonic solution; three tablets 
to 1 pint make a nearly normal solution. 
As a tule the solution should be given in- 
travenously, although should the blood- 
pressure be fairly high—say above 80 mm. 
of mercury—it may be given subcuta- 
neously. If the blood is highly concen- 
trated, as shown by a specific gravity of 
over 1063 (normal 1056), the injections 
should be intravenous. The quantity usu- 
ally required for an adult is about 4 pints; 
but if the specific gravity of the blood is 
very high, as much as 6 pints may be 
necessary, but in that case the last 2 pints 
should be injected very slowly. As a rule 
one injection suffices, but should collapse 
return a second injection should be given, 
and may be followed by others. Professor 
Rogers mentions one case in which he found 
it necessary to give five injections, the total 
quantity of hypertonic solution injected be- 
ing 20 pints. The injection is made into a 
vein laid bare at the bend of the elbow, or, 
if there is difficulty in finding a suitable 
vein in this situation, the large vein which 
usually crosses the internal malleolus may 
be chosen. A small silver cannula with a 
stop-cock is tied into the vein, and con- 
nected by an india-rubber tube with a pear- 
shaped glass receptacle, graduated in ounces 
up to 1 pint. The whole apparatus must be 
sterilized by boiling. The fluid is run in 
by gravity, and the rate of flow can be 
regulated by raising or lowering the flask, 
or by manipulating the stop-cock. 


The permanganate should be adminis- 
tered internally from the first. The simplest 
plan appears to be to make a solution of 
calcium permanganate (which is less as- 
tringent than the potassium salt) of the 
strength of 2 to 6 grains to 1 pint, and to 
allow the patient to drink this ad libitum. 
In addition, potassium permanganate 
should be given in the form of keratin- 
coated pills containing 2 grains each. In 
adults one pill is given every quarter of an 
hour for the first three hours, and then 
every half-hour until the stools become 
small and colored green, which usually oc- 
curs in about twelve hours, and is an indi- 
cation of oxidation of the bile. By the use 
of the permanganate the toxins in the 
stomach and bowel are oxidized and con- 
verted into harmless substances. The 
results obtained recently by Professor 
Rogers in Palermo were particularly good 
in children, and with his present experience 
he is convinced that the mortality may be 
still further reduced by: earlier and more 
frequent intravenous injections. The prin- 
ciples of this treatment would probably 
equally apply in the case of infantile diar- 
rhea, the solutions being injected subcu- 
taneously, as they were effective in this 
way in some very young children suffering 
from cholera at Palermo.—British Medical 
Journal, Sept. 16, 1911. 





TREATMENT OF PLACENTA PREVIA. 


SCHWEITZER reports 100 cases of this 
complication registered in 5603 labors in 
Zweifel’s clinic between January 1, 1907, 
and December 1, 1910. The presentation 
was complete in 35 and partial in 65. The 
maternal mortality was six, but in one in- 
stance the patient had advanced tubercu- 
losis, and the share which the obstetric 
complication had in causing death seemed 
but slight; therefore the total mortality 
might correctly be reckoned at a little over 
5 per cent. Four mothers died of hemor- 
rhage, one of sepsis; 65 continuous cases 
were free from a single loss due to bleeding, 
but they included an unlucky case, admitted 
with high fever into the clinic, which died 
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of septic phlebitis; one also out of the four 
fatal hemorrhage cases was admitted in a 
hopeless condition, two had lacerations of 
the cervix, and one succumbed to atony of 
the lower segment of the uterus. The mor- 
bidity of the mothers amounted to 25.5 per 
cent; 70 were free from fever in the 
puerperium. Neuritis was reported in one, 
septic phlebitis in two. 

The total infant mortality was 35.5 per 
cent. There were four twin pregnancies; 
out of the 104 children in the whole series 
37 were still-born, and 50 alive when dis- 
charged from the clinic. Seventy-nine chil- 
dren were viable (over 2 kilos in weight) ; 
of these, 22 were stillborn, and 50 dis- 
charged alive. Treatment was not uniform, 
Rupture of the membranes (five times), 
combined version (30 times), and dilatation 
with bags (39 times) were practiced, as 
well as more rarely internal version, draw- 
ing down a foot, forceps delivery, and 
craniotomy. One patient underwent Cz- 
sarian section by the Latzko-Zweifel 
subperitoneal method; she was already re- 
duced by hemorrhage when admitted ; there 
was total placental presentation with undi- 
lated cervix and cessation of pains. The 
child was not viable. The patient made a 
good recovery. 

Braxton Hicks’s combined version proved 
best for the mother—that is, if extraction 
be not practiced immediately after turning, 
as the risk of deep laceration of the cervix 
should not be incurred. It should be com- 
pleted in one stage. The average loss of 
blood was 335 Cc. The fetal mortality was 
68.8 per cent. Combined version is the 
right procedure when the mother is greatly 
exhausted and when the child is dead or not 
viable. The use of dilating bags is far bet- 
ter for the infant; the fetal mortality was 
but 12.2 per cent. On the other hand, it 
implies two operations on the mother— 
the introduction of the bag and, when that 
is expelled, turning and extraction. The 
average loss of blood, 680 Cc., was much 
higher than in the 30 cases in which 
version was undertaken. Hence dilatation 
is unsuited for mothers already reduced by 
hemorrhage. It is the better course when 


the mother has not lost much blood, but 
the best obstetrical technique must be avail- 
able and the obstetrician must not leave the 
patient till she is delivered. In short, the 
bags are not preferable to combined version 
in private practice.—British Medical Jour- 
nal, Sept. 16, 1911. 





THE PROGRESS OF ANESTHETICS. 


The Lancet of September 16, 1911, says 
that no meeting of the British Association 
can be recalled in which so many problems 
of the highest scientific import were intro- 
duced under what may be called their pop- 
ular aspects, and the manner in which this 
was done is a clear proof that the national 
education in science, so profoundly hoped 
for by medical men, is really now proceed- 
ing. Many of the papers in the different 
sections invite medical discussion, as might 
have been expected, now that the boundaries 
of scientific medicine are so indefinitely en- 
larged, but none, perhaps, concerns our 
readers, the practicing medical profession, 
more closely than the third interim report of 
the committee appointed some time back 
by the British Association to investigate the 
problem of anesthesia. The committee con- 
sists of Dr. A. D. Waller (chairman), Sir 
Frederic Hewitt (secretary), Dr. J. Blum- 
feld, Mr. J. A. Gardner, and Dr. G. A. 
Buckmaster, and its report deals with the 
commonly accepted principles which control 
the administration of ether as a general 
anesthetic by inhalation. 

This subject fell within the purview of 
one of the preceding reports and has occu- 
pied the members of the committee during 
the past year. An attempt was made, 
which proved successful, to obtain evidence 
as to whether a 10-per-cent vapor of ether 
when given by inhalation would be com- 
petent to insure anesthesia. It will be re- 
membered that this strength of vapor in air 
given to the lower animals in the laboratory 
by a continuous method gave satisfactory 
results. In an appendix to the report the 
matter is carried further. Ether presented 
by an open method—.e., dropped continu- 
ously upon an absorbent material and ap- 
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proximated to the face—was studied. The 
maximum strength of the vapor so produced 
in the ordinary course of the induction and 
maintenance of surgical anesthesia was 
found in one observation to be 20 per cent. 
This maximum fell during the continuance 
of the administration as the result, we are 
told, of evaporation and cooling. In a 
second observation the percentage was 
found to be 14.6 after an interval of two 
minutes, and 11.6 after twenty-four min- 
utes. A third observation gave a percentage 
of 9.2 after sixteen minutes; while in a 
fourth case subsequently to a twelve min- 
utes’ inhalation the percentage strength of 
the ether was estimated to be 9.7. In this 
case an attempt was made to increase the 
percentage to above 12, but this was found 
to be impossible by the means adopted— 
viz., adding excess of ether. 

The points which this interesting research 
appears to enforce are that the method of 
giving ether by an “open” system, while it 
induces adequate anesthesia for human be- 
ings, yet automatically keeps the strength 
of the vapor within the limit adopted by the 
committee as being safe—10 per cent. The 
history of ether administration reveals 
curious oscillations of fashion. In its initial 
trials as an anesthetic, besides the attempts 
made to supply a vapor by means of the 
crudest of inhalers, a quasi-open plan was 
adopted, but proved unsatisfactory, owing 
to the fact that no attempt was made to 
attenuate the strength of the vapor sup- 
plied, with the result that distressing sen- 
sations of strangulation arose and dangers 
occurred incident to the wild struggles of 
the unfortunate patient. On the continent, 
where a modified open method is much in 
vogue, such as that adopted by Dr. Dumont 
of Berne, enormous quantities of the anes- 
thetic are used, and the patients appear in 
many instances to be liable to postanes- 
thetic dangers such as pulmonary or renal 
irritation. 

The plans so popular in England at the 
present time, which are based upon those 
introduced from the United States, are less 
open to adverse criticism. They avoid the 
deleterious addition of an impervious cover 


to the mask, and permit free through- 
breathing, thus insuring evaporation and 
the automatic adjustment of the strength of 
the vapor inhaled. Again, in frequent cases 
the plan is adopted, the importance of which 
has been insisted upon by so many of the 
continental surgeons, of systematic drop- 
ping applied to the ether supply instead of 
the douching in bulk, which is at once 
wasteful and open to a charge of producing 
grave consequences. Sir Frederic Hewitt, 
in one of the appendices, deals with the 
subject of open ether, and his experience 
of it has led him to eulogize the method; 
indeed, he appears to regard it as superior 
to others involving the employment of 
closed inhalers such as those due to Clover, 
Ormsby, and the countless modifications of 
these types. The simplicity of the procedure 
commends itself to all who have acquired 
the technique, and those who extol it appear 
to believe that the incidence of danger to 
life during its use is not greater than is 
inherent to the performance of severe 
surgical operations upon patients in a con- 
dition of physical collapse. This point 
cannot be decided so far, nor must too much 
importance be attached to the distress 
which many patients experience as the re- 
sult of the clinging and persistent odor 
which prolonged ether inhalation leaves 
behind it. 

It is perhaps premature as yet to accept 
the view enunciated that ether will as a re- 
sult of the improved methods of its use 
wholly supersede chloroform in surgical 
anesthesia. We may well suppose that 
many will take a more conservative line, 
and while advocating a wider adoption of 
ether in surgery will yet regard chloroform 
as possessing merits all its own which 
single out that anesthetic as ideal in certain 
circumstances. The report and some of its 
appendices, indeed, deal with chloroform 
and reaffirm its comparative safety when 
employed by scientific and precise methods. 
The researches of Snow, and later of Paul 
Bert, initiated the dosimetric method of 
giving chloroform vapor, and established by 
experiment and clinical observation that 
there exists a limit of safety—a 2-per-cent 
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vapor of chloroform in air. Their re- 
searches have been elaborated recently by 
Dr. A. D. Waller, by the Special Chloro- 
form Committee of the British Medical 
Association, whose report has been lately 
published, and by others. From the report 
it is learned that the balance chloroform 
inhaler, the invention of Dr. Waller, which 
supplies an exact dosage, has been adopted 
in the practice of St. George’s Hospital, and 
experience with it has further shown the 
safety of a 2-per-cent vapor, while it has 
supplied a valuable means of: teaching 
students the principles of dosimetry as ap- 
plied to anesthetics. 

Mr. A. G. Vernon Harcourt, the inventor 
of the well-known dosimetric chloroform 
inhaler which has been so widely used with 
good results, read a paper before the British 
Association during its recent meeting, and 
pointed out that the inhaler which he has 
perfected, while being simple and portable, 
fulfils its primary object—namely, to supply 
and control a chloroform and air mixture 
of definite percentage value. The technical 
details of Mr. Vernon Harcourt’s discourse 
are not dealt with in this place, although it 
repays careful study. Whether or not we 
admit that the last word has been said upon 
the vexata questio, “Is ether or is chloro- 
form to be adopted to the exclusion of the 
other?” and, again, whether the dosimetric 
methods eulogized in the present report are 
final or tentative, none will gainsay the fact 
that public opinion is being rapidly aroused 
to the importance of the questions which 
have been mooted. 

Anesthetics to-day are needed so con- 
stantly and so imperatively that it is es- 
sential that the public should be safe- 
guarded. It is of no avail to perfect 
methods unless the public are made aware 
that safety lies not in their individual ability 
“to take an anesthetic well,” but in the 
ability of the administrator to give it well. 
Nor can such a thing be possible in the case 
of all and sundry. By dint of careful 
teaching and opportunities of constant 
practice medical men acquire this power, 
and it is to the interest of the public both 
that the education of our medical students 


should be perfected in this regard, and that 
this procedure of surgery should be re- 
stricted to those who possess adequate and 
recognized surgical and medical qualifica- 
tions, at least when the graver procedures 
of surgery are in question. Every thought- 
ful person will agree that all unqualified 
practice is an evil, especially to the public 
at large, but this evil becomes greatly ac- 
centuated when the unqualified practitioner 
employs such powerful drugs as fall within 
the armamentarium of the anesthetist. 
Various attempts at legislation upon this 
subject have been made, and now a draft 
bill has been lodged at the Home Office to 
the terms of which there seems a general 
consensus of professional and official agree- 
ment. We may well hope that not only the 
administration of anesthetics but other de- 
partments of the healing art will in the near 
future receive more protection, since the 
legislation required is aimed not at safe- 
guarding the pockets of the medical pro- 
fession but at protecting the public—all of 
them, and not only the poor and ignorant— 
from the perils of unqualified practice. 





THE MECHANICAL TREATMENT OF 
GLENARD’S DISEASE. 

McCaskey says in the Journal of the 
American Medical Association of October 
28, 1911, that the treatment of splanchnop- 
tosis is one of the most difficult problems 
confronting the practitioner, and especially 
is this true of the rather extreme type of 
cases which fall into the hands of the in- 
ternist. We need all the help we can get 
from every possible angle, mechanical and 
medicinal. The pathology is many-sided 
and its successful therapeutics must be 
equally so. While attending to other fea- 
tures of treatment, in many cases mechan- 
ical support of some sort is absolutely 
essential. 

For many years the author has been 
trying a great variety of mechanical sup- 
ports as adjuvants in the treatment of this 
condition, including corsets, bandages of 
various sorts, with various modifications of 
the adhesive plaster support suggested by 
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Dr. Rose. These adhesive strips, variously 
modified, have given better results than 
anything else. Considerable difficulty, how- 
ever, has been encountered on account of 
the extensive application of the plaster to 
the skin, the tendency being to roll up, 
produce cutaneous irritation, and thus in- 
terfere with its continuous use. The mere 
application, without wrinkling, causes der- 
matitis in many cases. In order to accom- 
plish permanent results, it must be kept 
up for a long period of time. Recently, in 
order to escape some of these difficulties 
and at the same time retain the advantages 
of adhesive plaster, a combination of the 
latter with the bandage has been used. 
The primary object is to get the point of 
support as low on the abdomen as possible. 
The support should be easily removed, its 
tension readily adjusted at any time, and 
the area of plaster applied to the skin re- 
duced to the minimum, in order to limit 
the extent of the skin irritation, when, as 
often happens, this results from the contact 
of the plaster. 

A strip of zinc oxide adhesive plaster 
2 or 2% inches wide and about 5 or 6 
inches long, the length varying with the 
size of the patient, is placed transversely 
across the extreme lower abdomen as 
nearly as possible to the pubes, the hair 
having been shaved clean for this purpose. 
To each end of this strip of adhesive plas- 
ter is attached a bandage of about the 
same width, long enough to reach around 
the body above the iliac crest, and be tied 
or otherwise fastened behind, or better, one 
end long enough to reach around and fas- 
ten at the opposite end of the plaster. If 
the ends of the plaster have a tendency to 
become loosened and pull up by traction of 
the bandage, this can be prevented by a 
narrow vertical strip across each end of the 
adhesive strap and applied to the skin above 
and below. The bandage itself is well 
padded with cotton, either folded within 
it or applied to the body immediately be- 
neath it. This prevents any irritation of 
the skin from the bandage and permits of 
its being drawn as tightly as possible in 
order to furnish the necessary support from 


below. If it is a little too tight, it can be 
easily adjusted and can be entirely relaxed 
at night, if thought advisable, although it 
is better to keep some support during the 
night as well as during the day. The 
great difficulty with the adhesive straps 
carried entirely around the body is that if 
applied somewhat too firmly they cause 
irritation, and the difficulty of removal 
complicates their management very much. 
By means of this fixed point of support 
in the lowest zone of the anterior abdomen, 
the pressure is applied exactly where it 
should be and does the greatest possible 
good. Altogether it has given better re- 
sults with less annoyance and is more easily 
managed than any mechanical appliance the 
writer asserts he has ever used. 

Of course a certain amount of irritation 
will be produced beneath the plaster in the 
beginning of treatment, its severity de- 
pending on the delicacy of the skin, but 
the occasional removal of the plaster, 
cleansing the skin, and using a dusting 
powder for twenty-four or forty-eight 
hours will entirely overcome it, and finally 
it can be used continuously. This, of 
course, can be done with the plasters ap- 
plied according to the method of Dr. Rose. 
Incurable patients have returned after an 
interval of a year, stating that they were 
still unable to dispense with their adhesive 
straps and wore them very nearly contin- 
uously, leaving them off for a day or two 


at occasional intervals. 





A device for the mechanical treatment of Glénard’s disease. 
A indicates double-padded bandage; B, zinc oxide strip. 
It cannot be too strongly emphasized that 
mechanical support is only an auxiliary in 
the treatment of splanchnoptosis. The 
fundamental defects in the musculature and 
other structures of the abdominal wall, the 
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lack of tone in visceral supports, imperfect 
circulation and innervation, together with 
the neurasthenic state, are so often, indeed, 
so constantly, associated that they must all 
be taken into account and therapeutically 
met. The most brilliant results that the 
writer has obtained have followed about 
one month’s treatment in the hospital, with 
massage, electricity, and such treatment of 
the digestive tract as the particular case 
requires, combined with and followed by 
a prolonged continuance of mechanical 
support, with correct living, suitable diet, 
etc. Many of these patients can be sub- 
stantially cured in this way, even the kid- 
ney, which is, of course, usually greatly 
prolapsed, permanently occupying a much 
higher position, although it is very rare, 
according to the writer, for the kidney to 
go back to its normal position. 

In some few of these cases surgical treat- 
ment will be required, but it is surprising 
how many of them, even of the severer 
type, will yield to prolonged systematic 
treatment along the lines already indicated ; 
and the very simple mechanical support 
above described, having the obvious advan- 
tage of costing but a few cents, thus mak- 
ing it applicable to all classes of patients, 


has proved of great assistance to the 
author. 





SUPRARENAL AND PITUITARY 
EXTRACTS. 

The New York Medical Journal of Oc- 
tober 28, 1911, reminds us that suprarenal 
and pituitary extracts, both agents of com- 
paratively recent introduction, are being 
widely used. As they are often recom- 
mended for the same or similar conditions, 
and as their physiological actions are in 
many respects similar, it may be well to 
call attention to some of the differences, as 
well as the resemblances, as revealed by 
recent researches. Both cause a rise of 
blood-pressure and marked contractions of 
the uterus; both have a tendency to cause 
glycosuria; both are used as vascular and 
uterine stimulants. These effects are, how- 
ever, at least in many cases, due to funda- 
mentally different causes; a knowledge of 


these may aid in defining mote accurately 
the uses of the extracts. 

It is now possible, through one of the 
most important of recent generalizations in 
physiology and pharmacology, to discuss 
nearly all of the physiological effects of the 
suprarenal extracts,-or adrenalin, from one 
standpoint, its effects upon the endings, or, 
more correctly, the myoneural junctions of 
sympathetic nerves. Throughout the en- 
tire body the effects of adrenalin are the 
same as those of stimulation of the sym- 
pathetic nerves. . The action of pituitary 
extracts, on the other hand, has not, so far 
as is known, any relation to the sympa- 
thetic nerves; in the case of organs com- 
posed of plain muscle the latter is stimu- 
lated directly. 

As is well known, there are three im- 
portant vascular areas which are not con- 
trolled, or only very weakly controlled, by 
vasoconstrictor nerves, the brain, lungs, 
and heart. Adrenalin has little, if any, 
constricting action upon the vessels of these 
organs; it is said to be almost useless in 
operations on the brain. The vessels of 
these areas are, however, contracted by 
pituitary extract. After a very brief period 
of stimulation the heart is weakened by 
pituitary extract; this effect seems to be 
due to the constriction of the coronary ves- 
sels. The weakening of the heart from 
pituitary extract causes a fall of pressure 
in the pulmonary circuit; the general vaso- 
constriction causes a rise in systemic 
pressure which counteracts the tendency to 
anemia of the medullary centers which re- 
sults from cardiac depressants. Wiggers 
(Archives of Internal Medicme, July 15, 
1911) believes that this combination of ac- 
tions peculiarly adapts the pituitary extract 
for use in hemoptysis. The fact that ad- 
renalin, through its stimulating action on 
the heart, increases the pressure in the 
pulmonary circuit would contraindicate its 
use in certain cases of pulmonary hemor- 
rhage. 

Both adrenalin and pituitary extract have 
been warmly recommended in uterine atony 
and postpartum hemorrhage. Many recent 
writers (Foges and Hofstatter, Hofbauer, 
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Neu, and Stern, for example) have laid 
special emphasis upon the value of subcu- 
taneous or intravenous injections of pitui- 
tary extract, maintaining that this drug has 
advantages over ergot. When adrenalin 
causes uterine contractions it is from a 
stimulation of sympathetic nerve endings; 
pituitary extract stimulates the muscle cells 
directly. Dale found that adrenalin nor- 
mally causes a relaxation of the uterus in 
some (non-pregnant) animals; this also 
occurs in other animals (pregnant as well 
as non-pregnant) after large doses of 
ergot. 

If these conditions hold for man, the use 
of adrenalin with ergot or after it would 
be contraindicated, whereas that of the 
pituitary extract would not be valuable. 

Bell, Klotz (Miinchener medicinische 
Wochenschrift, 58, p. 1119, 1911), and 
others have recommended pituitary extract 
in intestinal paresis after operation; it 
causes a contraction of the smooth muscle. 
Adrenalin, on the other hand, causes re- 
laxation of almost the entire alimentary 
tract (in accordance with the sympathetic 
innervation), contracting, in most animals, 
only the sphincters. 

Both extracts have important relations 
to carbohydrate metabolism; adrenalin 
causes glycosuria, pituitary extract a low- 
ering of carbohydrate tolerance and fre- 
quently glycosuria. Borchardt (1908) 
found glycosuria in forty per cent of 176 
cases of acromegaly (hyperpituitarism). 
Goetsch, Cushing, and Jacobson (1911) 
found increased tolerance for carbohydrates 
in conditions of hypopituitarism. They 
consider it a valuable aid in diagnosis and 
a useful guide in therapeutics; in cases of 
pituitary disease with increased carbo- 
hydrate tolerance (as in late cases of 
acromegaly) the administration of pituitary 
extracts is indicated; in cases with dimin- 
ished carbohydrate tolerance, or with 
glycosuria (as in early acromegaly), such 
medication is contraindicated. 

There are indications of a relation be- 
tween lowered function of the suprarenals 
and carbohydrate metabolism; the sugar 
content of the blood in Addison’s disease 


is said (Porges) to be so lowered as to 
account in part for the characteristic 
asthenia; the latter is said to be relieved 
by the administration of sugar. The na- 
ture of the relation of the pituitary to 
carbohydrate metabolism is obscure. 

Bab has recently (Mitinchener medi- 
cinische Wochenschrift, Aug. 22, 1911) 
advocated the use of pituitary extract in 
osteomalacia, in which suprarenal extract 
has been much used; both glands are 
known to be antagonistic to the sex glands, 
and, according to Fehling and others, there 
is superactivity of the ovaries in osteo- 
malacia. 

It will be some time before some of the 
suggestions as to the therapeutical uses of 
these drugs are thoroughly tested, but these 
illustrations show what a wealth of phy- 
siological data concerning them is being 
collected. 

In the Archives of Internal Medicine of 
November 15, 1911, McCord reaches con- 
clusions, which are somewhat at variance 
with these views, as follows: 

1. The depressor action of pituitary ex- 
tract elicited by repeated injections is not 
due to the fatigue of any peripheral mech- 
anism, nervous or muscular. Perfusion 
experiments indicate that it constricts all 
the blood-vessels of the body by a direct 
action on the muscles of the arterioles, and 
often-repeated injections show practically 
no decrease in the constrictor reaction. 

Organs removed from animals giving 
only a depressor reaction with pituitary ex- 
tract show on perfusion with the extract in 
Locke’s solution the typical constriction of 
their vessels. 

2. The depression of blood-pressure fol- 
lowing numerous injections of pituitary 
extract is not due to an overbalancing of 
peripheral constriction by a central dilator 
influence. Such a counteracting dilator in- 
fluence of central origin is always weak and 
no more pronounced after repeated than 
after the initial reaction, and moreover it 
does not come on until the fall of pressure 
is at its lowest. 

3. Sudden depression or slowing of the 
heart, though occasionally showing as a 
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notch in the blood-pressure records, is not 
the cause of the typical drop in pressure 
obtained after repeated injections, for such 
depression is not similar either in conforma- 
tion or in time to the depression obtained 
by the latter means, and may in fact ex- 
ceptionally occur with a strengthened heart. 
4, Experiments indicate that when the 
blood becomes sufficiently saturated with 
pituitary extract, an interaction takes place 
which converts its constricting action on 
the peripheral vessels into a dilating one. 





THE RATIONAL TREATMENT OF 
FURUNCLES. 

In the Journal of the American Medical 
Association of September 16, 1911, SxILL- 
ERN asks, Given a furuncle late in the first 
stage, what is the most rational method of 
treatment? It would seem to be to estab- 
lish an outlet, not for the beneficent serum 
and leucocytes, but for the products of 
liquefaction necrosis which are formed by 
nature according to her best judgment, 
secundum artem. With the scalpel scratch 
off the little central vesicle; this causes no 
pain. A drop of sero-pus follows and the 
ulcerating hair-follicle and sebaceous gland 
are exposed. Apply a Bier cup and suck 
out as much as possible of the exhausted 
serum and blood. In the wake of the latter 
from near-by tissues comes fresh blood, 
with fresh serum and fresh, vigorous 
leucocytes. It is these that are going to 
cure the furuncle, and not the surgeon’s 
knife. The knife inflicts unnecessary 
trauma and gives the tissues two lesions to 
deal with instead of one. Often the vesicle 
does not even have to be scratched, in which 
case the cuticle is thin enough to be readily 
ruptured by the cup alone. Apply a dress- 
ing of plain sterile gauze wrung short of 
saturation from a solution of normal saline 
with sodium citrate. An important consid- 
eration in this method of treatment is that 
of drainage. If a gauze drain is inserted, 
it plays the role of a cork in a bottle. If 
left alone and allowed to dry, the lymph 
coagulates, thus plugging the furuncle. 

In keeping with modern pathologic con- 


ceptions, what is desired is free bathing of 
the bacteria with fresh serum from the 
blood, with its highly antitrophic power. 
Sodium citrate, one-per-cent solution, pre- 
cipitates the calcium salts in the lymph and 
insures a comparatively free outlet of the 
lymph discharge. By osmosis, the sodium 
chloride sets up a flow of lymph through 
the walls of the furuncle, the citrate main- 
taining the fluidity of the serum. Thus 
there is brought about a continuous flow of 
lymph of high antitrophic power from the 
congested blood-vessels through the wall of 
the furuncle and out through the wound. 
A bit of rubber dam may in addition be in- 
serted if there is much tension on the out- 
let. The citrate is required for only about 
three days, and during its use the sur- 
rounding skin should be protected from 
pustulation by an ointment. The patient 
may make up his own solution for home 
use by adding a teaspoonful of sodium 
citrate and two and one-half teaspoonfuls 
of table salt to a glass of hot boiled water. 
Over this aseptic drain-poultice apply a 
piece of waxed paper or oiled silk, then a 
compress of non-absorbent cotton or wool 
and a cotton bandage. If the patient is 
going to lay up, leave the dressing open, 
instructing him to renew the drain-poultice 
frequently. The solution prevents the 
vesicle crusting over and the gauze absorbs 
the products of disintegration as nature 
dispenses them. Sodium citrate should 
also be administered internally, 15 grains 
three times daily after meals, both for its 
alkaline action on the blood, and for its 
diuretic action on the kidneys. The cup- 
ping and dressing may be repeated and 
renewed frequently (every four hours) 
until the slough is loose, when this may be 
readily removed by a pair of small dressing 
forceps. After this, no matter how the re- 
solving furuncle is treated, resolution pro- 
ceeds rapidly and uninterruptedly, and the 
resulting scar is always the smallest ob- 
tainable in proportion to the size of the 
furuncle. In most cases it is invisible. 

In some cases the granulations, instead 
of being firm, red, and rapidly growing, are 
flabby, bluish, and sluggish. The trouble 
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here it is believed is due to relaxation of 
the tissues and mobility of the part. These 
conditions may be overcome by strapping 
the edges of the wound with adhesive 
strips, which compress the granulations and 
immobilize the skin. Then the granula- 
tions are dried, mopped with tincture ot 
iodine, and dusted with Bier’s powdered 
nitrate of silver. Exuberant granulations 
should be snipped off with scissors; for, as 
Colles long ago pointed out in his lectures, 
the silver stick does not “burn down” gran- 
ulations, as it is commonly supposed, but 
stimulates them. To promote epithelial 
regeneration—which, in this method, has a 
very limited area to cover—8-per-cent scar- 
let-red ointment or amido-azotoluol may be 
employed. , 

The author objects to flaxseed poultices 
on the ground that, while they may soothe 
the patient, yet they devitalize the edge of 
the furuncle, prolong the period of reso- 
lution, and leave a legacy of an unsightly 
depressed scar. He objects strongly to the 
bichloride of mercury on the ground that 
it is a corrosive poison, that it devitalizes 
the vigorous leucocytes and disintegrates 
the beneficent serum; that it destroys feeble 
bacteria in the depths of the wound, and 
that on tender skin’ it causes pustules to 
spring up anew. He asserts that he is un- 
alterably opposed to incision for the reasons 
given above. If incise you will, then excise 
the furuncle entirely; otherwise withhold 
the knife. 

How is autoinoculation of the adjacent 
hair-follicles to be prevented? By shaving 
the area of skin wide of the furuncle and 
disinfecting it with %0-per-cent alcohol or 
tincture of iodine with benzine, a dilution 
of liquid formaldehyde or of aluminum 
acetate. Local disinfection should be re- 
peated at each dressing, benzine being an 
excellent medium to thoroughly cleanse the 
skin of wound discharges, effete products, 
and remnants of adhesive plaster. 

Of course, if a patient presents himself 
for the first time with a furuncle well ad- 
vanced in the second stage, where there is 
marked softening and fluctuation, in fact, 
merely a subcuticular abscess, a small in- 


cision through the thinned skin is indicated 
onthe surgical principle of wbi pus 1bi 
evacuo. This principle is in no way ap- 
plicable to a furuncle in the first stage, 
because there is no pus to be evacuated. 
The writer strongly objects to squeezing a 
furuncle in any stage. Squeezing is un- 
surgical in that it causes acute suffering 
quite needlessly, traumatizes the furuncle, 
breaking the barrier of protecting leu- 
cocytes, and provokes hemorrhage, which 
interferes with drainage. Make the drain, 
aided by the Bier cup, remove the pus. It 
is less painful and at least equally efficient. 
To hasten the subsidence of the enlarged 
lymph-nodes and of the acute hyperplasia 
about the furuncle, thiosinamine may be 
given by mouth in 1!4-grain doses three 
times daily after meals. 





THE MODERN MANAGEMENT OF 
PNEUMONIA. 

BarucH in the Medical Fortnightly of 
September 25, 1911, states briefly the ele- 
ments of his present management of a 
pneumonia case, and promises that the 
method, if such it be, is an evolution re- 
sulting from many sad failures and disap- 
pointments from other methods. 

Absolute Rest—This should not only be 
advised, but the perfunctory execution of 
the order must be prevented. The family 
may be assured that the disease will be one 
of short duration, and that it is imperative 
to place all the resources of the household 
at the disposal of the physician. The best 
room in the house or apartment (especially 
in the latter) must be selected, where the 
patient may be completely isolated from the 
family and friends under the care of a 
nurse or a member of the family. He must 
not be allowed to leave the bed for any 
purpose. All mental and physical effort 
must be avoided. This is no easy task for 
the attendant, we all know. 

The use of the bedpan and the urinal 
will be especially resented. The author has 
in mind a prominent colleague in San An- 
tonio, Texas, whom he saw during a brief 
sojourn in that city while en route from 
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California. Although the patient was so 
ill that his life was despaired of, he could 
not be prevailed upon to use the bedpan 
until his attention was drawn to the fact 
that his pulse was accelerated and enfeebled 
after each visit to the toilet. His recovery 
from desperate straits may be attributed as 
much to his obedience to the injunctions to 
avoid exertion as to the other elements of 
the treatment. 

Ventilation of the Sick-chamber.—This 
also demands the personal supervision of 
the physician. Repeatedly, the author as- 
serts, he has examined the windows and 
found them opened a few inches and the 
opening closed by a neatly fitting shade. In 
very cold weather the nurses may be guided 
by their own sensations in executing the 
order for free ventilation. It is well to 
direct that the nurses protect themselves 
by extra clothing; the patient is protected 
against cold by the febrile temperature, and 
a nightcap and blankets may satisfy the 
relatives on this point. He does not ap- 
prove of placing the patient under a win- 
dow, or as is now quite the vogue in cities, 
on a veranda, roof, or fire-escape. There is 
no doubt, however, that the free admission 
of oxygen by thorough ventilation during 
the early course of the disease prevents the 
need of oxygen inhalations in its later 
stages, because it enables us to add to his 
resources for resisting toxemia. 

Food.—Inasmuch as the patient is usu- 
ally attacked in the midst of health and the 
duration of the disease is not long, a mod- 
erate diet has been adopted. Clinical ex- 
perience teaches that in many severe types 
of pneumonia there occurs intestinal dis- 
tention which so embarrasses the patient 
that sleep is impossible, and often hastens 
a fatal issue by interfering with respiration 
and disturbing the heart. It is important, 
therefore, to so arrange the diet that fer- 
mentation be prevented. Four ounces of 
broth into which a teaspoonful of barley 
jelly has been stirred, alternated with four 
ounces of hot milk taken in spoonfuls and 
slow sips every two or three hours, suffice 
during the entire period of the disease. 
During convalescence and after the crisis 


the diet may at once be made liberal. The 
dread of not sustaining the patient’s vitality 
has too often led the: author to ply the 
patient with concentrated foods which have 
served to handicap him rather than aid him 
in the struggle. Sleep should never be in- 
terrupted for any purpose, provided it be 
normal. It is his rule in all acute diseases 
to omit baths, compresses, medicines, food 
and drink during normal sleep. 

Drink.—The systematic drinking of very 
cold water is important. The nurse is 
directed to administer a few drops of some 
placebo in cold water every two hours. 
The quantity actually taken is to be made 
part of the record. The action of ice water 
upon the gastric nerves and vessels is the 
same as its action would be upon the skin; 
it refreshes it by the local shock and con- 
sequent reaction, it increases diaphoresis 
and diuresis. It has often been observed 
that the urine is doubled, and in one case 
of pneumonia the twenty-four-hour record 
was 110 ounces. That this method of ad- 
ministering ice water is far more effective 
as a diuretic than larger quantities of warm 
water is an important fact not generally 
recognized. 

Stimulants—In this scheme of pneu- 
monia management the application of stim- 
ulants is rarely necessary, except in persons 
who are accustomed to its habitual or fre- 
quent use, and to whom it is as necessary 
as food. Among many illustrations of this 
practice the author mentions a consultation 
case of grip-pneumonia, the patient being 
sixty-five years old, a diabetic, and the 
urine giving the acetone reaction. Both 
lungs became successively involved, the 
case became desperate, and yet the man- 
agement here outlined sufficed to carry the 
case to a favorable issue. Of course the 
acetonuria was met by large doses of bicar- 
bonate of soda per rectum. In a case of 
pneumonia in his own family, two table- 
spoonfuls of brandy were given occasion- 
ally to cheer the despondent patient (by 
suggestion). This was the only stimulant 
administered, although the case was of 
desperate type. Patients accustomed to 
alcohol may receive one or two ounces of 
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brandy every three hours, according to 
their previous habits. The prognosis in 
these patients is almost always fatal, be- 
cause their peripheral vessels have been en- 
feebled by dilatation produced by alcohol, 
and their nervous system deprived of ca- 
pacity to respond to cold applications. 
Medication.—The author asserts he still 
pursues the custom to open all cases of 
pneumonia with eight or ten grains of 
calomel, for the purpose of clearing the 
decks for action, as it were. The calomel 
is administered dry upon the tongue and 
washed down with water. How much may 
be contributed to the good result by the 
well-known property of mercury of de- 
stroying the diplococcus, which is most 
abundant in the mouth, he is not prepared 
to claim. Several copious stools result; if 
these’ are absent, they may be furthered by 
citrate of magnesia administered six hours 
later. Calomel is probably the best intes- 
tinal antiseptic we have. All fermenting 
material being thus removed from the in- 
testinal canal, the distention which so often 
handicaps recovery in the advanced cases 
of pneumococcus toxemia is prevented. 
Small doses of calomel—one-tenth of a 
grain frequently repeated—which are so 
much in vogue, irritate the intestinal canal 
and disturb rest by their frequent adminis- 
tration. Strychnine is sometimes useful 
when the first sound of the heart becomes 
feeble. It should be administered by the 
physician hypodermically in doses of one- 
thirtieth grain; unless slight trismus is 
noticed it is inert. The precordial ice-bag, 
intermittently applied, is superior to strych- 
nine as a cardiac tonic. It should be re- 
moved every half-hour for fifteen minutes. 
Small doses of the coal-tar preparations are 
often used as calmative agents when the 
restlessness is due to high temperature. 
One dose of six grains of antipyrin once 
in twenty-four hours is far more useful, 
and certainly more safe, than chloral or 
sulphonal. [With this view the editor is 
not in accord.—Ep.] The routine use of 
antipyretics for temperature reduction is 
damaging to the heart and excretory or- 
gans, but the infrequent administration of 


one dose to allay restlessness due to high 
temperature is valuable. The mouth should 
be kept clean and sweet by gargling with 
a saturated solution of chlorate of potash 
every hour. 





ADRENALIN AS AN EPIDERMIZING 
AGENT. 

Under the title of “Das Adrenalin in der 
Nachbehandlung der Totalaufmeisslung der 
Mittelohrraume,” Dr. I. David publishes in 
the Monatsschrift fiir Ohrenhetlkunde und 
Laryngo-Rhinologie, Nov. 10, 1911, an in- 
teresting article, in which he writes as 
follows: 

He does not know whether any one has 
recognized the property of adrenalin to 
stimulate the reformation of epithelium. 
He has used adrenalin in the after-treat- 
ment of radical operations for two months, 
and this preparation, which he employed 
for the hemostasia of the bleeding granu- 
lation surface of a burn, which he had 
cleaned for a Thiersch graft, seemed to him 
to prove a brilliant epidermizing medica- 
ment; this led him to a trial of adrenalin 
in the after-treatment of the total chiseling 
open of the middle-ear cavities in order to 
hasten the skin formation. 

Since the end of February, 1911, he has 
used adrenalin for dressings after radical 
operations on the middle-ear cavities, and 
he would regret having to forego the use 
of it. 

His modus operandi is as follows: After 
completing the total chiseling open, and 
disinfecting the skin strip intended for the 
operation, he fills out the wound with Vio- 
form gauze. After changing the dressing 
for five or six days, he plugs the cavity and 
the auditory meatus daily with adrenalized 
hemmed gauze strips and places on the 
auricle a layer of dry gauze and wadding. 

David uses the 1:1000 adrenalin solution 
of Parke, Davis & Co., and cannot say any- 
thing of the action of similar preparations. 
He moistens the gauze strip without soak- 
ing it, by taking the necessary quantity 
from the original bottle by means of a 
sterilized dropper. He never introduces 
the gauze strip or the bandage forceps into 
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the bottle, for fear of contaminating the 
original solution. Later on he cuts the 
adrenalin strip to cover a little more than 
the granulation surface; where the epi- 
thelium is already present he only places 
dry gauze strips. Under this dressing the 
secretion from the wound is soon reduced; 
on changing the dressing the operation 
cavity is almost dry, the eruption of the 
granulations is diminished, and the epi- 
thelizing progresses quickly. 

Adrenalin has proved itself an important 
time-saving medicament to him in the 
after-treatment of radical operations. As 
regards after-effects of this adrenalin treat- 
ment, there are none. The preparation 
does not irritate the wound or its surround- 
ings in the least. 

Finally, David would like to report the 
results he has obtained with adrenalin in 
the treatment of other aural affections. 
Starting from the idea that adrenalin ex- 
ercises a beneficial action on the skin, he 
has used it in cases of discharging eczema 
of the ear. He introduces daily an ad- 
renalized gauze strip, and where possible 
he also wraps the auricle round with ad- 
renalized gauze. He thus obtains a speedy 
cessation of the discharge of the auditory 
meatus, and a decrease of the swelling of 
the auricle; the irritation soon diminishes, 
and the whole course of the illness runs 
much better than with the usual therapy. 





THE TREATMENT OF TUBERCULOUS 
PERITONITIS. 

ROLLESTON writing in the British Medt- 
cal Journal of September 2, 1911, upon this 
topic says that treatment may be conveni- 
ently divided into (1) general hygienic 
treatment, (2) medicinal treatment, includ- 
ing diet, (3) treatment by vaccines, (4) 
x-rays, (5) surgical. 

Hygienic Treatment.—The patient should 
be kept absolutely at rest in bed, and as far 
as possible in the fresh air and in the sun. 
When the disease has been arrested the 
patient’s life should be regulated with the 
same care as in pulmonary tuberculosis. 

Medicinal Treatment.—Drug treatment 


does not play an important part in the treat- 
ment. As iodine and its preparations ap- 
pear to have special action on tuberculous 
processes, iodoform and syrup of the iodide 
of iron are not uncommonly used. Hypo- 
dermic injections of iodine with iodide of 
potassium and guaiacol have been recom- 
mended. It has been suggested that the 
iodine passes into the ascitic effusion and 
exerts a beneficial action there (Yeo), but 
according to Landolfi, iodides taken by the 
mouth do not appear in tuberculous ef- 
fusions. For flatulence and diarrhea it is 
probably better to give guaiacol or one of 
its compounds, such as thiocol or styracol, 
than creosote, which may be irritating or 
even toxic. Salicylate of bismuth and salol 
may also be tried; opium by the mouth may 
be required for obstinate diarrhea. Opium 
by the mouth may be necessary for pain, 
but in older children the author prefers 
morphine hypodermically. 

Local Application—Formerly mercurial 
ointment rubbed into the abdomen by a 
bandage was generally employed, and is 
worth a trial. Iodine and iodoform may be 
supplied in the same way. In addition to 
the benefit derived from the absorption of 
mercury and iodoform, it is probable that 
the application of the bandage is important 
in insuring rest to the abdomen. Good 
results have indeed been obtained from 
simply strapping the abdomen (Knox), and 
it is conceivable that some of the benefit 
ascribed to simple laparotomy is due to the 
subsequent bandaging. The abdomen has 
also been kept at rest by painting on col- 
lodion with or without tincture of iodine. 

Diet.—The diet should be nourishing and 
largely protein, to which cream and fatty 
food, including cod-liver oil, should be 
cautiously added. Starchy and vegetable 
food should be avoided, on account of their 
liability to cause flatulence. A salt-free diet 
has been recommended in order to diminish 
ascites (Alwens), but it is doubtful if there 
is any advantage, apart from the obvious 
desirability of preventing mechanical em- 
barrassment, in restricting the effusion; for 
the ascites may diminish as the patient goes 
down-hill and plastic peritonitis develops. 
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Vaccine Treatment.—Opinion on_ this 
form of treatment varies as much as it does 
on the question of operation. Wright rec- 
ommended it, and Riviere and Latham have 
also obtained good results. Still, on the 
other hand, has given it by the mouth, 
hypodermically, and by the rectum, and in 
most instances without any effect. The 
author has given it in the small doses advo- 
cated by Latham in a number of cases, and 
in some with subsequent improvement ; two 
cases which made much impression on his 
mind rapidly went down-hill after, though 
he asserts he cannot say because of, its use. 
The value of vaccine treatment in tuber- 
culous peritonitis is put forward for dis- 
cussion. 

X-rays, which have been given a fair 
trial’ and which have been favorably re- 
ported on by some (Dodson, Urbino), do 
not appear to be of any real therapeutic 
value (Allaria and Rovere). Extension 
and generalization of the tuberculous pro- 
cess have followed this treatment, and as 
“-rays in excess induce leucopenia, it is 
obvious that the patient’s resistance may be 
impaired. 

Surgical Treatment—In order to clear 
the ground it may be stated as generally 
agreed (1) that operation is contraindicated 
in generalized or wide-spread tuberculosis, 
and therefore in infants under twelve 
months of age and in patients with signs of 
pulmonary tuberculosis; (2) that it is un- 
necessary in the fibrous and adhesive forms 
in the absence of any urgent symptoms of 
intestinal obstruction; (3) that it is neces- 
sary in cases of abscess formation and in 
intestinal obstruction. It must be remem- 
bered that the last complication may be 
simulated by the onset of tuberculous 
meningitis. The question of operative in- 
terference therefore concerns cases of 
ascitic abdominal tuberculosis. The much 
debated question of operation may be in- 
troduced by a brief consideration of its 
mode of action. It has.been supposed that 
operation reduces the feeble vitality of the 
peritoneal tubercles so that they undergo 
involution and death. More recently the 
explanation has been put forward that 





peritorieal tuberculosis being a local infec- 
tion the opsonic index of the ascitic effusion 
is lower than that of the blood; hence after 
the removal of the ascites there occurs a 
fresh effusion which is of a higher opsonic 
index, and therefore has a curative action 
on the local tuberculous process (White). 
If this be true, simple paracentesis should 
be as effective as laparotomy. The ad- 
vantage of laparotomy, however, over 
simple tapping is that a local focus of tuber- 
culosis which may give rise to reinfection 
and relapse after partial or apparent cure 
may thus be detected and removed (W. 
Mayo). In this connection it is important 
to get some estimate of the frequency with 
which such a focus is present and can be 
removed. In Mayo’s 26 cases in which the 
Fallopian tubes were removed, 25 recov- 
ered permanently, and in 7 of these simple 
laparotomy had previously been performed 
from one to four times for the cure of 
tuberculous peritonitis. On the other hand 
Stone, who holds a brief for the hygienic 
as opposed to the surgical treatment, in 
122 cases of tuberculous peritonitis of all 
ages did not find a primary focus in the 
Fallopian tubes or appendix in any case. 
Undoubted primary tuberculosis of the 
Fallopian tubes, though common in women, 
is very rare in young girls; Murphy quotes 
Maas as having, after a careful search, only 
been able to collect 8 cases. As was shown 
by Murphy’s experiments on monkeys, the 
Fallopian tubes rapidly become infected 
secondarily in tuberculosis of the perito- 
neum. In 23 cases of generalized tuber- 
culous peritonitis in female children, 9 
showed tuberculous salpingitis (Still). Ac- 
cording to Goodall, 99 per cent of the cases 
of tuberculosis of the Fallopian tubes are 
secondary, though in from 30 to 50 per 
cent of these cases the primary focus is not 
obvious. But secondary infection of the 
Fallopian tubes may give rise to very con- 
siderable enlargement, and the tuberculous 
focus thus produced, though not primary, 
may set up reinfection of the peritoneum 
and so require removal. In a girl aged 


nine the Fallopian tubes infected second- 
arily to tuberculous peritonitis were the 
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size of the index-fingers of an adult, and 
were removed; ten years later she was in 
good health (Murphy). Removal of tuber- 
culous glands may be very difficult, and an 
attempt to do so may leave the patient 
worse off than before. The argument in 
favor of laparotomy that a removable tuber- 
culous focus may thus be found is on the 
whole valid, but not very strong. 

It is generally agreed that the ascitic 
cases do well, whether they are operated 
upon or left alone. The following ques- 
tions therefore arise: (1) Are the results 
better in the operative cases than in those 
which are treated medically? (2) As some 
cases begin as ascites and go on to the 
ulcerative or plastic stages, is there any 
reason to believe that early laparotomy will 
prevent this sequel? If so, operation would 
be justified. On these points statistics 
would be of value. 

Although, as already mentioned, statistics 
on tuberculous peritonitis usually deal with 
all forms of the disease, it is desirable to 
quote some dealing solely with the disease 
‘in children. Faludi has drawn up tables 
showing the percentages of cures in paral- 
lel series of cases of tuberculous peritonitis 
in children, operated upon and not operated 
upon. 
Monti, Pic, Schmitz, Schramm, and Suth- 
erland, who all give parallel series of cases 
operated upon and not operated upon. The 
divergence in these statistics is consider- 
able. Schramm found 80 per cent of cures 
among the operated cases and 64 per cent 
among the non-operated; Pic observed re- 
covery in 74 per cent of the operated cases 
and in 5 per cent only of the non-operated ; 
Sutherland observed recovery in 50 per 
cent of the operated cases and in 81 per 
cent of the non-operated. By adding up all 
the operated cases we get 88 cures, or 70.4 
per cent, in 125 cases, as contrasted with 51 
cures, or 33 per cent, in 156 cases not oper- 
ated upon. The question of operation on 
ascitic cases may be fairly summed up in 
the statement that it should be tried after 
hygienic and medical treatment has been 
given a fair trial for a month or so without 
any definite benefit. 


The authors he quotes are Cassel, 


Simple paracentesis is not often neces- 
sary and is seldom practiced. After removal 
of some of the fluid, injections of vari- 
ous kinds through a cannula have been 
employed; thus sterilized air, oxygen 
(Schulze), isotonic salt solution, adrenalin 
(Wynter) have been reported to give good 
results. The injection of camphorated 
naphthol is a dangerous procedure (Gui- 
nard). The author states he has had no 
experience with any of these methods. 





THE TREATMENT AND PREVENTION 
OF MEASLES AND SCARLATINA. 

MILNE states, in the British Medical 
Journal of September 2, 1911, that in the 
treatment of scarlet fever and measles by 
the method he is now advocating complica- 
tions are unknown; in the 800 cases of 
scarlet fever he has himself recorded, where 
this method was adopted, no single case 
with a complication in the throat, nose, ears, 
glands, or kidneys occurred. Yet these 
cases had only from 750 to 400 cubic feet 
of air space apiece, and some were in poor 
and overcrowded homes. Further, infection 
and the spread of the disease are unknown 
if his method is adopted; he has repeatedly 
shown how patients with scarlet fever may 
be nursed side by side with healthy chil- 
dren, or with the most serious operation 
cases, and how they may within ten days 
attend school and church with 1300 other 
children, without the occurrence of either 
infection or complication. Such a thing as 
a return case is unknown. 

He next describes the method of treat- 
ment he is advocating. As early as possible 
in the disease, and without waiting for 
definite confirmation of the diagnosis in 
doubtful cases of scarlet fever or measles, 
the tonsils and the pharynx, as far up and 
down as possible, are swabbed with 10-per- 
cent carbolic oil every two hours for twenty- 
four hours, or for longer if the swabbing 
cannot be carried out regularly. Rarely is 
it necessary to continue the swabbing for 
longer than this. The swab should be of 
cotton-wool, firm, the size of the distal 
phalanx of the patient’s thumb, held in a 
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forceps, or fixed to a piece of wood by a 
thread. A fresh swab should be used on 
each occasion. The carbolic oil has the 
great advantage of relieving pain and en- 
abling the patient to swallow more easily. 
In addition, the patient is gently rubbed all 
over with pure eucalyptus oil, from the 
crown of the head to the soles of the feet. 
This is done as soon as the patient is 
suspected of scarlet fever or measles, or as 
soon as he is found to be suffering from 
either of the diseases. This inunction with 
oil of eucalyptus is repeated morning and 
evening for four days, and once a day for 
the six days following. 

The advantages realized by this method 
of treatment, not only in the experience of 
the writer but also in that of every prac- 
titioner who has carried it out, are as fol- 
lows: 

1. When this treatment is commenced 
early—and this is vital—secondary infection 
never occurs, and consequently complica- 
tions are unknown. 

2. With this treatment carefully carried 
out, children may occupy the same room, 
and even the same bed, without the risk of 
infection. 

3. The economy of the treatment. An or- 
dinary case in isolation costs ten pounds 
and upwards; this perhaps two shillings. 
Therefore it means a saving of millions of 
pounds annually. 

4. Its household economy. The mother 
is free to attend both the patient and her 
duties. The father is free to go to work 
without the slightest risk, and the children 
equally free to attend school. 

5. No after-disinfection is necessary, for 
the disease having been destroyed, nothing 
remains. 

6. The author has been frequently asked 
about the disinfection of the patient’s 
spoons, crockery, etc., as these are such a 
trouble in an ordinary household. The fact 
is, there is no disinfection, or in any way 
a keeping of them apart. They are all col- 
lected together, washed in the ordinary 
way, and served out indiscriminately on the 
next occasion. 

%. In measles, as in scarlet fever, there 


is no necessity for the hair being cut short, 
neither for destroying the toys, books, etc., 
for these may be safely interchanged as 
soon as the patient is able to play. The net 
result is that there is no interruption of the 
domestic, scholastic, or business affairs of 
the household. 

Such is the simple, sure, speedy, and in- 
expensive method the author has advised 
and of which the Medical Times said, “We 
indorse every word Dr. Milne has written, 
for we have tried it.” Such is the testimony 
of hundreds of medical practitioners, such 
as the partial test at Clydebank, “that pa- 
tients are as well in four weeks as they 
were in eight by the old system.” More- 
over, there have been no return cases. It 
is worthy of note, too, that the experience 
at Clydebank shows that this method can 
be triumphantly carried out in some isola- 
tion hospitals at least, although the recorded 
experience in two of the London hospitals 
has led the writer to form a different con- 
clusion. 





HAND DISINFECTION. 


In an editorial article in the International 
Journal of Surgery, July, 1911, the con- 
clusion reached is that in the use of the 
older, elaborate methods, as, for instance, 
that of Fiirbringer, the time required has 
been a serious obstacle to the busy surgeon. 
The protection afforded by rubber gloves 
is uncertain, since, according to Kiittner, 
they are injured in about 50 per cent of 
major operations. On the other hand, the 
simpler means of disinfection with alcohol 
or iodine are more or less irritating to the 
skin. In other words, under present con- 
ditions we are almost as far as ever from 
the adoption of a universal method of 
cutaneous disinfection. It is important, 
however, that whatever plan may be 
adopted, it should be carried out strictly 
according to the instructions of its orig- 
inator, for in this way only is it possible to 
compare results. 

From a study of the literature, it appears 
that alcohol disinfection of the hands and 
iodine disinfection of the operative field are 
the most promising measures as regards 
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simplicity and efficiency that have been 
suggested in late years for securing the de- 
sired end—that is, approximate sterilization 
of the skin. The alcohol should be 95 per 
cent, and the hands should be thoroughly 
dried before its application. In the use of 
tincture of iodine all washing of the oper- 
ative field on the day of operation should 
be avoided, and in urgent cases it has been 
suggested that the iodine may be applied 
without previous cleansing. According to 
Kiittner, irritation may be prevented if a 
freshly prepared 5-per-cent tincture of 
iodine be employed and the remains of the 
coating removed with alcohol or ether after 
operation. 


TREATMENT OF SURGICAL GASTRIC 
DISORDERS. 

BisHop (Lancet, Sept. 9, 1911) says that 
concerning the modern operation of gastro- 
enterostomy the reputation of this operation 
as now performed has suffered greatly 
from the results of the earlier attempts, 
which were bound to be tentative. At first 
performed as a means of relief in a case of 
gastric cancer where excision was impos- 
sible, the earliest method was essentially 
crude and experimental. A loop of jejunum 
was brought up over the transverse colon 
and united to the anterior gastric wall. 
Crude as this expedient was, it gave great 
relief in that case and was repeated in many 
others, but it was speedily recognized as 
possessing many and serious drawbacks. 
Chief amongst these was “vicious circle” 
vomiting. The loop of intestine fixed was 
long, and when distended with contents it 
was heavy; kinking of the gut almost al- 
ways followed, if the patient lived long 
enough. The loop of small gut also pressed 
upon the transverse colon, and painful 
griping was added to the patient’s suffer- 
ings. Von Hacker eliminated the long 
loop by his posterior method, in which the 
first part of the jejunum was united to the 
posterior gastric wall, but at that time and 
for long afterward it was believed that one 
essential to success was that the peristaltic 
wave in both stomach and intestine should 
pass in the same direction. In order that 


this might be the case it was necessary that 
the jejunum should be turned upon itself, 
thus forming a loop in the afferent limb. 
A frequent result was that a kink was again 
formed, with the consequent dilatation of 
the proximal gut and the reappearance of 
“vicious circle” vomiting. It was not until 
the Mayos of Rochester, U. S. A., dem- 
onstrated that isotonic peristalsis was not 
necessary that the present “no-loop” pos- 
terior operation was perfected and “vicious 
circle” vomiting became a thing of the past. 

The results of this, the “modern” oper- 
ation, are all that could be desired. Pain 
and vomiting cease from the time of oper- 
ation, the patient rapidly regains the power 
of taking the requisite amount of food and 
of digesting it, digestion now apparently 
taking place in the intestine, and conse- 
quently weight and strength are with fair 
rapidity restored. It is, however, of im- 
portance to note that in those in whom the 
precedent pyloric obstruction has produced 
an appreciable loss of tone and motility in 
the gastric walls the full extent of the 
benefit to be derived from the operation 
may not be seen for some months. The 
case already mentioned of bilocular stomach 
is an instance of this, and the writer states 
that he has seen many others in which the 
same fact has been noted, but in the ma- 
jority the improvement is immediate and 
very striking. 

Finally, it has been a source of great 
interest to watch by means of the radio- 
graphic screen the behavior of the new 
stoma as time goes on in those cases in 
which it remains permanent. At first the 
food passes through at once. It is difficult 
to obtain such observations earlier than the 
eighth day, the patient not being in a fit 
condition to bear the exposure, but tracings 
show that at this time the food does not 
remain in the stomach any appreciable time 
but passes at once into the jejunum. Three 
months after, whilst some passes at once, 
as soon as the intestine has received a cer- 
tain quantity, presumably as much as it can 
at the time digest, the stoma closes tem- 
porarily and no more is allowed to enter; 
a clear space becomes visible between the 
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food retained in the stomach and that in the 
jejunum. In a little while the stoma again 
opens and more escapes. This was at one 
time believed to indicate the formation of a 
new sphincter around the artificial opening, 
but is now believed to be due to reflex con- 
traction of the muscular fiber of the gastric 
wall. 





THE OPERATION OF CHOICE IN CAR- 
CINOMA OF THE RECTUM. 

Brake (New York Medical Journal, 
July 1, 1911) holds that in all growths 
necessitating the destruction of the sphinc- 
ter it is preferable to institute a permanent 
inguinal anus and extirpate the remainder 
of the rectum. The operation has a low 
mortality, because there is no secondary 
infection of the wound, the fecal current 
being deflected from the site of operation. 

In case of neoplasms lying above the anal 
canal so that it, or at least the sphincter, 
can be left, the competency of the latter 
can be even better conserved by the ab- 
dominal than by the perineal method on 
account of the extent of the incision and 
the risk of injury to the nerves in the latter 
operation. 

If the lower limit of the growth is 
three inches or more from the anus, the 
gut can be divided below the growth 
through the abdominal incision and the op- 
eration completed without a perineal wound 
other than a stab drainage opening. For 
low: growths involving the anal canal so 
that the sphincter has to be sacrificed the 
combined abdominoperineal operation is in- 
dicated with the formation of an inguinal 
anus at the time of operation. 

The ordinary low ampullary growths, 
when small, call for the perineal operation 
for both sexes; in the case of the larger 
growths in women, and in some men, when 
there is a decided doubt as to its extent, the 
combined method. In women the combined 
method can be readily carried out by the 
help of an incision through the posterior 
vaginal wall, which causes little injury to 
the sphincter. Blake in his operations on 
this class of cases usually excises partially 


the mucosa from the anal canal and brings 
the bowel down through the sphincter thus 
denuded. 

For the higher growths, lying about 
three inches from the anus, or for those 
cases in which the bowel can be divided 
below the growth through an abdominal 
incision, he prefers the abdominal method 
and the invagination of the upper segment 
through the lower with suture within the 


‘abdomen or without the anus by a modifi- 


cation of the method used by Maunsell and 
Weir. As before said, the only perineal 
wound made in this operation is a stab 
drainage opening, situated far back along- 
side the coccyx, to drain the hollow of the 
sacrum; the abdominal wound being closed 
without drainage. 

Blake alludes to an ingenious method of 
anastomosis devised by Auchincloss for the 
anastomosis of the oral with the aboral 
segment in this operation. So far the 
method has not been used upon the living 
patient, but he has proved its practicability 
upon the cadaver. 





TREATMENT OF SCOLIOSIS. 


Rotu (British Medical Journal, Sept. 2, 
1911) concludes from a study of cases that 
scoliosis is a disease of females—843 fe- 
males, 157 males. Scoliosis is a disease of 
adolescence—86 per cent between six and 
twenty years. The frequent occurrence of 
scoliosis in members of the same family 
points to hereditary transmission. The bad 
position assumed in writing, a delicate con- 
stitution, and too rapid growth are largely 
responsible for very many cases. Differ- 
ence in the length of the legs is not a 
common cause of scoliosis. Pain is a fre- 
quent symptom. Flatfoot is a very frequent 
complication. Attention to dress before 
any treatment is absolutely essential. Treat- 
ment should never be commenced until a 
record of the osseous deformity has been 
made. 

Treatment by “posture and exercise” en- 
tirely arrests the increase of bony deformity 
in all but 5.5 per cent of observed cases, 
and in 3.3 per cent slightly decreases it. 
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In 83 per cent of cases a permanent 
practical cure is brought about. 

The treatment employed in these cases is 
as follows: Attention to dress, daily sys- 
tematic training for from one to three 
months of the spinal and other muscles, 
including the development of the thorax. 
Reéducation of the patient’s muscular sense 
as to an erect or improved position; im- 
proved position to be maintained at all 
times, whether sitting or standing. Atten- 
tion to general health. Subsequent home 
treatment to prevent relapse from the im- 
provement or cure that has been obtained 
by the surgeon. 





A BRIEF ANALYSIS OF FORTY CON- 
SECUTIVE CASES OF PLA- 
CENTA PREVIA. 

Epcar (American Journal of Obstetrics 
and Diseases of Women and Children, July, 
1911) states that the cases he records con- 
stitute the first forty instances of placenta 
previa treated in the Manhattan Maternity, 
during the period from February, 1905, to 
February, 1911. 

The terms central, partial, and marginal 
have been applied to the conditions only 
after complete dilatation or complete dilata- 
bility of the os. 

Of the 40 cases 15 occurred and were 
treated in the outdoor service; six were 
found among the tenement-house cases and 
transferred into the hospital; two were 
treated in their own homes; and seventeen 
were ambulance or emergency cases. 

There were ten cases of central, nine of 
partial, and twenty-one of marginal pla- 
centa previa. The hemorrhage occurred 
at the fifth lunar month in one case, at the 
sixth in two, at the seventh in six, at the 
eighth in twelve, at the ninth in five, and 
at the tenth in fourteen cases. 

In seventeen instances the hospital was 
called to or received the case immediately 
after the first sign of hemorrhage. In nine 
cases the hemorrhage persisted for a few 
hours, several days in five instances, several 
weeks in six, and several months in three. 
Of the forty cases ten had the vagina 


packed with gauze to control the hemor- 
rhage before being received by the hospital. 
Seven were examined by the ambulance or 
other physician prior to admission. Twenty- 
three cases were exclusively treated by the 
hospital from the onset of the bleeding. 

The general line of treatment in these 
forty cases consisted in controlling the 
hemorrhage and securing cervical dilatation 
by means of cervical and vaginal gauze 
packing. Completing dilatation by means 
of bimanual cervical dilatation, the Pom- 
eroy hydrostatic bag, or the modified de 
Ribes bag. Completing delivery by version 
and breech extraction, the forceps, simple 
breech extraction, or spontaneously. The 
postpartum packing of the uterus to pre- 
vent further bleeding, and the use of hypo- 
dermoclysis, rectal and venous infusion, or 
other shock treatment. The induction of 
labor. 

In no instance was it considered that 
vaginal or abdominal Czsarian section was 
called for. 

Cervical and vaginal gauze packing was 
used in thirty-two of the forty cases, as a 
hemostatic and cervical dilator. In four 
instances the packing was applied twice; in 
two, three times ; and in one case repacking 
was used to control the oozing over a 
period of forty-eight hours. In sixteen of 
thirty-two cases (50 per cent) the packing 
alone was sufficient for causing dilatation. 
In the remaining sixteen subsequent means . 
of dilatation were called for. One died un- 
dilated. 

The modified de Ribes hydrostatic bags 
have not been popular in hospital service 
for placenta previa, and in only three in- 
stances was this method to control hemor- 
rhage and secure dilatation used, namely, a 
marginal one and in two partial cases. 

The disfavor in which the modified de 
Ribes bags was held was founded on the 
belief that in central and some partial 
cases an unnecessarily early placental sep- 
aration was caused, with subsequent in- 
ternal concealed hemorrhage, and also with 
high fetal mortality. 

On the other hand, the Pomeroy hydro- 
static bag was employed in seven instances. 
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These included three central, three partial, 
and one marginal. The Pomeroy bag, not 
entering the lower uterine segment to the 
extent that the de Ribes bag does, has not 
the objectionable features of the latter. 

Rapid bimanual dilatation of the cervix 
was employed in twelve instances, but in 
only two cases as a primary measure, the 
remaining ten having been subjected to 
a preliminary gauze packing. 

Version to complete labor was resorted 
to in twenty of the cases, and was followed 
by immediate breech extraction. 

The forceps for the same purpose was 
brought into use in six cases. 

Breech extraction in breech presentation 
was performed in five cases. 

The postpartum packing of the uterus as 
a preventive of further bleeding was and is 
a routine measure of the hospital in pla- 
centa previa cases. 

The author considered it necessary in 
the forty cases to induce labor in nine in- 
stances, namely, one at the sixth month, 
five at the seventh, two at the eighth, and 
one at term. The means employed was 
cervical and vaginal gauze packing in four, 
the Pomeroy bag in three, and the modified 
de Ribes bag in two cases. 

Spontaneous delivery was permitted to 
end the labor in eight instances. It is of 
interest to note that all of these were of 
the marginal variety of placenta previa. 
Seven of these eight cases were first 
packed ; one only had no treatment. 

Of the mothers, three died, a maternal 
mortality of 7.5 per cent. 

The first of these cases was a woman, 
aged twenty-seven, ii-para, eight months 
pregnant, partial variety of placenta previa, 
and was received by the hospital from an 
ambulance in profound shock, the vagina 
packed with gauze and the cervix thick and 
one and a half fingers dilated. In spite of 
the usual shock treatment, the patient died 
two hours after admission undelivered. 

The cervix and vagina were repacked 
after admission, the hemorrhage being con- 
trolled, but the extreme shock did not war- 
rant Czsarian or other attempt at delivery. 

The second, an alcoholic, died on the 


fifth day from double lobar pneumonia. A 
third was brought to the hospital pro- 
foundly exsanguinated. Under ether the 
cervix was thoroughly dilated, and in one 
hour, by Nos. 3 and 4 Pomeroy bags. 
Version and breech extraction was then 
performed. Shock was treated by venous 
infusion and other means. A profuse post- 
partum hemorrhage followed and the pa- 
tient died. 

Of 41 children, there being a twin preg- 
nancy, 15 were stillborn, and six of those 
born living died within twenty-four hours 
of delivery. 

Fry, writing on the same subject, has col- 
lected 161 cases, with five maternal deaths, 
and alludes to Holmes’s previous report of 
1029 cases treated by eleven operators, with 
a mortality of 3.3 per cent. Fry’s personal 
experience embraces 38 cases, one terminat- 
ing fatally. Fry holds that the safest 
method of delivering a woman suffering 
from placenta previa is purely an obstetric 
problem, and its decision should rest with 
obstetricians. Experience clearly demon- 
strates that maternal interests are guarded 
best by evacuation of the uterus as soon as 
diagnosis is made. Large dilatation of the 
cervix has no place in the treatment of 
placenta previa. Version by the podalic 
method is never advisable unless uterine 
action has softened and dilated the cervix 
sufficiently to insert the hand. Slow de- 
livery of the infant should be substituted 
for extraction. Extraction implies the use 
of active measures, a “vis a_ fronte,” 
whereas the birth of the infant should be 
mainly by uterine force, a “vis a tergo.” 

Hemorrhage being unavoidable and in- 
cidental to dilatation of the cervix, the 
method requiring the least degree of dila- 
tation necessary to perform version will 
naturally be expected to give the least 
hemorrhage, and after dilatation has been 
obtained in sufficient degree to allow the 
insertion of one or two fingers further con- 
tinuation of the process is likely to endanger 
the integrity of the soft parts. In other 


words, the artificial dilatation sufficient to 
perform bipolar version is comparatively 
safe, while that necessary for the insertion 
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of the hand and podalic version is dan- 
gerous. 

After version has been accomplished the 
leg, breech, and body of the infant suc- 
cessively plug the cervical opening, and by 
pressure against the area of uteroplacental 
detachment prevent the further loss of 
blood. Bleeding being absolutely under 
control every effort should be made by slow 
delivery to secure dilatation and thereby 
prevent laceration of the lower uterine 
segment. Too often, in the delusive hope 
of saving the life of the infant, is that of 
the mother further endangered by active 
efforts at extraction. 

Anesthesia should be discontinued after 
having performed version, and uterine ac- 
tion should be hastened by directing an 
assistant to rub the fundus of the uterus, 
and by encouraging the patient to make use 
of her auxiliary muscles to supplement the 
uterine force. In multipare the average 
duration of labor under these circumstances 
is one hour or one hour and a half. 

The temptation to assist the birth of the 
infant by active efforts at extraction must 
be set aside in the interests of the mother. 
Danger is not over with the successful 
termination of labor. Hemorrhage after 
birth of the infant is due to placental ad- 
hesion, uterine inertia, and laceration of 
the lower segment of the uterus. When 
due to adhesion the indication is to detach 
manually and remove the placenta. The 
retractile power of the lower uterine seg- 
ment is deficient and adds greatly to the 
danger of postpartum hemorrhage when 
the placenta is previa. Proper application 
of the intrauterine tampon of sterile gauze 
is a most valuable agent in safeguarding 
the patient from the disastrous conse- 
quences of further loss of blood. 

Regarding the indications for abdominal 
Czesarian section, this operation is advisable 
in central placenta previa complicated by 
an undilated cervical canal. Not only must 
the cervix be undilated, but the tissue must 
be hard and unprepared for artificial dila- 
tation. This condition exists only in about 
five per cent of all cases of placenta previa 
and is almost never met with in multipare. 


Contraindications for abdominal Cesarian 
section in placenta previa are, first, ex- 
cessive loss of blood before the opportunity 
arises for performing the operation; sec- 
ondly, a soft and dilatable cervix; and 
thirdly, a partial or marginal variety of 
placenta previa. 

Previous attempts to dilate and deliver 
the case by the natural passages, the use of 
gauze tampons and rubber bags to control 
hemorrhage, place such cases on the un- 
desirable list, and if subjected to surgical 
skill the Porro operation should be sub- 
stituted for Czesarian section. 





THE ORIGIN AND TREATMENT OF PER- 
FORATING ULCER OF THE FOOT. 
HorMaNnNn (Beitraége zur klinischen Chi- 

rurgie, Bd. 73, Heft 1) reports upon 15 
cases of perforating ulcer of the foot which 
he observed during the space of three years 
in the Southern Tyrol. All of the cases 
were in males and all but one over forty 
years of age, three being over sixty; all 
were in the laboring class, and for the 
most part were heavy wine drinkers. All 
of the cases were examined by a nerve 
specialist for tabes, syringomyelia, or other 
spinal or peripheral nerve disease such as 
is usually considered responsible for per- 
forating ulcer. In only one case in which 
there was tabes was any organic nerve 
lesion discovered. The only factor of 
etiological moment was chronic alcoholism 
in the form of wine drinking, combined 
with heavy manual labor in older males. 

In the 15 patients there were altogether 
29 ulcers. In only five cases was the 
ulceration confined to’ one foot. Fourteen 
of the ulcers were located upon the plantar 
surface of the great toe, seven upon the ball 
of the great toe, seven on the ball of the 
little toe, and one on the heel. 

In all 15 cases the treatment was sur- 
gical. As there was found in most cases 
a fistula leading from the floor of the ulcer 
into the joint cavity, it was necessary to 
disarticulate the toe at the affected joint, 
and in those cases in which the head of the 
metatarsal bone was diseased, to resect the 
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diseased portion of this bone. In cases in 
which there was no communication with 
the joint simple excision of the ulcer was 
sufficient. In the author’s cases the results 
were especially favorable. In three cases 
there was severe infection combined with 
an open joint finally leading to gangrene 
of the toe. In two of these cases death 
resulted. 





THE FOERSTER OPERATION FOR 
GASTRIC CRISES. 


GULEKE (Archiv fiir klinische Chirurgie, 
Bd. 95, Heft 3) reports from Madelung’s 
clinic five cases of operation upon the spinal 
nerve roots according to the method of 
Foerster for gastric crises. The first pa- 
tient complained after the operation of pain 
lower in the abdomen which required mor- 
phine to control it. He died two months 
after the operation from pulmonary tuber- 
culosis. The second patient, in whom the 
seventh to the tenth dorsal roots were re- 
sected, was relieved of the pain and vom- 
iting, but died four days after the opera- 
tion from bilateral lower lobe pneumonia. 
The third patient, in whom the seventh to 
the ninth roots were resected, was very 
much improved at first, but after three 
months again suffered from regular morn- 
ing attacks of pain and vomiting, the pain 
being located lower down in the abdomen. 
The patient again took to the use of mor- 
phine. In the fourth patient the seventh 
to the ninth roots were resected, with im- 
mediate cessation of the gastric crises, but 
after three weeks severe intestinal crises 
appeared. Seven and a half weeks after 
the first operation the tenth and eleventh 
dorsal roots were resected, with relief for 
three weeks, when new attacks, which 
were, however, considered to be psychic, 
developed. In the fifth patient the seventh 
to the ninth roots were resected, and al- 
though the patient was in a psychopathic 
state, he appeared to be very much relieved. 

On the basis of this experience there is 
no doubt that the Foerster operation is a 
justifiable procedure in gastric crises, but 
one is not warranted in offering a very 
hopeful prognosis, partly because of the 


underlying disease itself and partly because 
of the chronic morphine intoxication which 
has been developed in all these cases be- 


‘fore operation is attempted. Better results 


would be attained if the operation could 
be performed before the morphine habit 
had been developed. A further justification 
for early operation is offered by the fact 
that extradural resection of the nerve roots 
is accompanied by very little danger. Fur- 
ther study should be made in reference to 
the indications for operation dependent 
upon whether the crises are those of the 
vagus or those of the sympathetic system, 
as only those of the latter origin are amen- 
able to treatment by root resection. 





PARTIAL RESECTION OF THE KIDNEY 

ON ACCOUNT OF AN EPITHELIAL 

TUMOR. 

Fapricius (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 110, H. 4-6) cites from the 
literature eleven cases of partial resection 
of the kidney. He also reports a case of 
his own, the first of its kind, of partial 
resection of the kidney for a cystic epi- 
thelial tumor. The character of the tumor 
was determined by microscopic examina- 
tion. It is three and a half years since 
operation, and the patient appears to be 
entirely well, with the exception of arterio- 
sclerosis with which he is afflicted. The 
urine remains normal. 





SALVARSAN. 


Worsarst (New York Medical Journal, 
Sept. 23, 1911) contributes an article on 
this subject as follows: 

Of fifty cases, studied clinically for 
periods varying from three to ten months 
(an average of 6.4 months), after a single 
injection, twenty-seven (54 per cent) may 
be considered clinically “cured;” ten (20 
per cent) improved materially, and have 
not yet suffered recurrence; ten (20 per 
cent) improved, but developed clinical re- 
currence later; thiee (6 per cent) showed 
no change as a result of the treatment. 

When clinical recurrence took place it 
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occurred most frequently in the first three 
months after treatment. Evidently one in- 
jection was not sufficient to produce the 
desired result. One case recurred after 
seven months, and one after eight months. 
Repetitions of the treatment should be 
given within one month, to insure the best 
results. 

The Wassermann reaction remained posi- 
tive in 33 per cent of the cases, and became 
negative and remained so in 30 per cent 
for periods averaging four to five months. 

In the cases considered “cured,” the re- 
action became negative in 41 per cent, and 
remained positive in 30 per cent; in the 
cases which improved without recurrence, 
40 per cent became negative and 20 per 
cent remained positive; of the cases im- 
proved, with recurrence, 30 per cent be- 
came negative and 50 per cent remained 
positive. This showed that the Wasser- 
mann reaction is more likely to change 
from positive to negative in cases which 
also respond clinically to the influence of 
the remedy than in cases which do not show 
this favorable result. 

The positive reaction is apt to remain un- 
influenced in cases in which clinical recur- 
rence takes place. 


In the primary cases the reaction became: 


negative in 33 per cent, and remained posi- 
tive in 50 per cent of the cases; in the 
secondary cases the reaction became nega- 
tive in 50 per cent, and remained positive 
in 36 per cent; in the tertiary cases the re- 
action became negative in 15 per cent and 
remained positive in 22; in the para- 
syphilitic cases the reaction became nega- 
tive in 50 per cent and remained positive in 
40 per cent. 

The therapeutic effect of a single injec- 
tion of salvarsan is equivalent in potency 
to a course of mercury and iodides, in a 
large proportion of cases. This is par- 
ticularly true in primary cases and in cases 
which have not responded previously to 
vigorous treatment with mercury and 
iodides. We have in this new remedy the 
most powerful and trustworthy medium for 
the conquest of syphilis that has ever been 
known. It will not entirely supplant mer- 


cury and iodides, but it will undoubtedly 
take their places as the foremost remedy at 
our command. Weare still in ignorance of 
the best method of using salvarsan; we do 
not know the maximum curative dose, nor 
do we yet know the best method, nor how 
often it should be repeated. All of this in- 
formation will come to us within a reason- 
able time, and we shall then be better able 
to judge of its permanent value. Of one 
thing we may feel certain, namely, that 
salvarsan has come to stay, and that it will 
certainly play the principal role in the con- 
quest of syphilis. 





A NEW CONSERVATIVE TREATMENT 
OF PROLAPSE OF THE RECTUM. 
BAvuER (Beitrige zur klinischen Chirur- 

gie, Bd. 75. H. 1 and 2) says that the etiol- 

ogy of prolapse of the rectum depends 
upon three factors, namely, the lowered 
position of the fold of Douglas, insuf- 
ficiency of the floor of the pelvis, and in- 
sufficiency of the supporting apparatus of 
the intestine. It is self-evident that any- 
thing which increases intra-abdominal pres- 
sure, such as obstipation, diarrhea, cough, 
phimosis, or stone in the bladder, will ex- 
cite this condition. A review of the various 
methods of treatment of rectal prolapse 
shows that we do not possess any ideal 
method of treating this condition. There 
is described a new and simple method 
which renders the posterior and lower part 
of the rectum devoid of proper support be- 
cause of improper development of the lower 
part of the sacrum. In the two cases of 
rectal prolapse the prolapse could be pre- 
vented upon attempts of the patient to bring 
it about by making pressure upward and for- 
ward just below the coccyx. This led him 
to the construction of a celluloid corset 
modeled upon a plaster cast to encircle 
the upper part of the hips and the lower 
part of the abdomen. To the back part of 
this bandage is fastened a spring, upon 
the lower end of which is carried a rubber 
pad intended to make pressure upward and 
forward just below the coccyx as had been 
done by the finger in the experimental 
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cases. This apparatus was used on six 
cases of rectal prolapse in children with 
perfect retention of the prolapse from the 
beginning. After using the apparatus from 
fourteen days to several weeks five of the 
children were completely cured. The sixth 
child lived at a distance, and the apparatus 
was not properly managed, which condi- 
tion, combined with the presence of an un- 
usually relaxed sphincter, was sufficient to 
account for the failure to cure. 





THE PRESENT POSITION OF THE 
CLEFT-PALATE CONTROVERSY. 
GoyDER (Practitioner, September, 1911) 
notes that until the advocates of the flap 
operation can produce complete and con- 
secutive reports of their cases, showing 
the immediate and remote mortality of 
their operations and the effect on speech, 
the controversy is at an end. Conscien- 
tious operators by the flap methods must 
reconsider their position, and unless they 
can prove that their results are equally 
good, must alter their methods of opera- 
tion. The present writer believes that these 
statistics will be produced, not perhaps by 
the pioneers of the movement, but by their 
youthful disciples, whose cases, operated 
on in infancy, are not yet of an age to 
talk well enough to furnish accurate 

records. 

Arguments for and against the opera- 
tion in infancy and for and against the 
flap method are practically inseparable, be- 
cause though the flap operation can be done 
at all periods of life, the median one is 
inapplicable in infancy for wide and com- 
plete clefts, unless some such preliminary 
operation as Brophy’s is performed, which 
in English hands has a mortality so high 
as to render it unjustifiable. The question 
resolves itself into, shall we operate in the 
first year of life, when a flap operation is 
probably the only one available, or, operat- 
ing later, shall we adopt a median or a 
flap method? 

The advantages claimed for early opera- 
tion are: 


That it is a life-saving procedure. The 


only evidence in favor of this assertion is 
that certain cases awaiting admission to 
hospital for early operation die before they 
can be admitted. This, however, does not 
prove the point, even though it is urged 
that most “cleft-palate babies” are healthy 
at birth. Most of these infants begin to 
thrive as soon as the mother is taught how 
to feed them; and those who do not thrive 
are not fit subjects for operation. Statis- 
tics are required of the percentage of babies 
with cleft palate, including the extent and 
character of the cleft, who die during the 
first year of life, and the percentage of 
“cleft-palate children” who succumb after 
early operation—in other words, the remote 
as well as the immediate mortality of the 
operation. The advocates of early opera- 
tion alone can furnish this. Without these 
figures their claim is untenable, and at the 
present time the figures available are 
strongly against it. 

That it results in an immediate improve- 
ment in nutrition. To the truth of this the 
writer can testify. None of his cases have 
lost more than a few ounces in weight in 
the three or four weeks following opera- 
tion, and the subsequent increase has been 
in many cases astonishing. In one case in 
which, owing to malnutrition, operation 
was delayed until the tenth month, the sub- 
sequent great increase was possibly that 
which is so often found in congenital syph- 
ilis at or about the completion of the first 
year. The argument as to improved nutri- 
tion is not very strong. It must be remem- 
bered that an infant after a cleft-palate 
operation cannot be taught to suck, and its 
feeding requires almost as much time and 
patience as before operation. Besides, it 
cannot be proved that the increase in 
weight would not have occurred in any 
case. 

That on theoretical grounds the earlier 
the malformation is corrected the greater 
chance is there of a proper development 
of the nasal cavities, and the establishment 
of proper breathing, and subsequently of 
proper speech. The writer has had one 


case of cleft of the soft and part of the 
hard palate, the remainder of which was 
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very highly arched, in which descent of 
the uncleft portion of the palatine arch 
followed closure of the cleft. Apart from 
this the assertion must be regarded as ab- 
solutely non-proven. 

That there is less liability to Eustachian 
and middle-ear infection. This may be 
true, but the liability is still there and ap- 
pears to be at least as great as before 
operation. 

That habits of faulty articulation are 
prevented, and that therefore the speech 
is likely to be better than it is after later 
operation. This may or may not be true. 
It is the crux of the whole matter. There 
is at the present time absolutely no evi- 
dence in favor of it, and until complete 
and consecutive records are published and 
patients exhibited, the advocates of early 
operation have hardly a leg to stand upon. 
In this connection it has been assumed that 
since operations in younger children pro- 
duce, as a rule, better results as regards 
speech than they do in older ones, there- 
fore operations in infancy would show re- 
sults better than in young children. But 
this does not follow, and there are so 
many exceptions to the first statement that 


it is of no value as a basis for reasoning.. 


Criticisms leveled against the operation 
are the immediate and remote high mor- 
tality and the absence of compensating 
advantages. 

As to the adoption of the median oper- 
ation it is pointed out that neither is as a 
rule performed well. The flap operation is 
adapted for closing the cleft at any age. 
If capably performed it is almost independ- 
ent of sepsis and of postoperative mishaps. 
It is strong where the median one is weak, 
namely, at the junction of the hard and soft 
palate, the palate never giving way here. 
The objections leveled against this opera- 
tion are that it produces an unsightly result ; 
that it shortens the soft palate; that it 
closes the hard palate at the expense of the 
soft palate, the inevitable cicatrization of 
the raw surfaces producing a stiff and im- 
mobile velum. There is a tendency for the 
flaps to give way or to ulcerate after the 
patient has been discharged as cured. The 


palates after flap operations are often so 
thin that they look as if a pin thrust through 
them would cause the whole palate to burst 
like a bubble. There is a possibility of 
failure of healing with necrosis of the jaw. 
The exposed temporary teeth are shed early. 
The inevitable consequences in summing up 
these pros and cons are that until the ad- 
vocates of the flap operations produce a 
consecutive series of cases as complete as 
those of Mr. Berry their opinions can have 
no weight, and their position is untenable. 

Unless the results as regards speech are 
as good as those of the majority of the 
median operations, flap methods will have 
to be abolished or remodeled. 

Unless the mortality of the operation in 
infancy is lowered early operation will have 
to be abandoned. 

These are the views of an advocate of the 
flap operation, who believe there is still a 
great deal to be said for it. In all prob- 
ability the matter will end in the compro- 
mise so dear to the English mind. The 
advocates of early operation will operate 


‘later, the others possibly rather earlier. An 


operation with flaps for the hard and 
median suture for the soft palate is not be- 
yond human ingenuity. And, if the candor 
and honest dealing of the one side is not 
met by the long-withheld statistics of the 
other, the flap operation will thoroughly 
deserve its fall into disrepute. 





SURGICAL TREATMENT OF PERIPH- 
ERAL FACIAL PALSY. 

EDEN (Beitrage zur klinischen Chirurgie, 
Band 73, Heft 1), after calling attention 
to the uniformly poor results of the various 
nerve anastomoses in case of peripheral 
facial palsy, describes a plastic muscle op- 
eration which he has performed in one 
case with very satisfatcory results: 

An incision was made at the nasolabial 
fold through the skin and subcutis. It was 
made at this location rather than at the 
border of the masseter for cosmetic rea- 
sons. From this incision the tissues were 
slowly and carefully dissected back as far 
as the anterior border of the parotid gland, 
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which was in turn raised up so as to ex- 
pose the anterior border of the masseter at 
its attachment to the lower jaw. This at- 
tachment was separated from the bone for 
a distance of one centimeter and the ante- 
rior border of the masseter dissected up- 
ward in the direction of its fibers for a 
distance of two centimeters. The portion 
of muscle thus separated was split at its 
free end for a distance of one centimeter 
and the divided end carried forward under 
the skin and subcutis in advance of the 
skin incision, and one fork sutured above 
and the other below the angle of the mouth, 
The skin incision was then closed with fine 
silk. In dealing with the lid palsy an in- 
cision was made over the temporal muscle 
just above the hair line and parallel to it. 
The temporal muscle was exposed and a 
small flap with its base upward separated. 
This flap was carried forward to the angle 
of the eye, to which point it was sutured 
with silk. 

Immediately after the operation the cor- 
ner of the mouth was drawn up as in 
laughing, but after six weeks it had as- 
sumed the normal position of rest. Also 
at this time the action of the affected cor- 
ner of the mouth was symmetrical with the 
sound side in the act of laughing. The 
palpebral fissure on the paralyzed side was 
considerably reduced after the operation, 
and in attempts to close the eye the edges 
of the lids could be brought within one 
millimeter of each other. The advantages 
of this operation over nerve grafting are 
that the results are much better and much 
more quickly obtained. 





THE IDEAL OPERATION FOR ARTE- 
RIAL ANEURISM. 

Omi (Deutsche Zeitschrift fiir Chirurgie, 
Bd. 110, Heft 4-6) states that there is no 
doubt that the ideal operation for aneurism 
consists in extirpation of the sac, and in- 
stead of ligation of the artery, to maintain 
the normal circulation by means of vessel 
suture. Hitherto there have been five suc- 
cessful operations for aneurism by this 
method in addition to 25 cases of circular 


suture of the artery for other indications, 
To these five cases the author adds a sixth. 
The patient was a man thirty-three years 
old, affected with syphilis, who during two 
years prior to the operation suffered from 
aneurism in the left popliteal space. The 
operation consisted in extirpation of the 
sac, which involved the removal of about 
4 centimeters of the popliteal artery. The 
ends of the artery were brought together 
and sutured by means of the circular meth- 
od of Carrel and Stich. The posterior tib- 
ial and the dorsal artery both pulsated 
immediately after the operation and the 
entire extremity was warm. The leg was 
dressed with the knee flexed at an angle 
of 100°. The patient was able ninety-three 
days after the operation to walk without 
difficulty, and a few days later to assume 
his full duties as a public official. 





SURGICAL CONSIDERATION OF CAR- 
CINOMA OF THE STOMACH. 

ERDMANN (New York Medical Journal, 
Oct. 7%, 1911) on the basis of a rather 
extensive experience with the s-ray, ex- 
cellently illustrated, holds that the following 
conclusions seem justifiable: First, the 
retention of bismuth, given according to 
his method for a period over four hours, 
signifies a pathological condition other than 
mere displacement; secondly, the absence 
of the bismuth shadow from the stomach 
area, excepting in small isolated spots, is not 
due to stenosis or simple dilatation but to 
ulcer. 

While he believes that a distinct advance 
has been made in ulcer diagnosis, that a 
valuable sign has been developed which, 
when present, will justify us in carrying out 
our treatment with assurance in otherwise 
doubtful cases, still he feels that the x-ray 
examination should not as yet be looked 
upon as giving by itself a final verdict, but 
rather should bear weighty evidence when 
taken in conjunction with the other clinical 
data. 

The #-ray examination having shown a 
definite ulcer shadow before treatment is 
instituted, its persistence or absence in later 
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radiographs after the treatment should be 
an index of the result of such treatment. 
Some work has been done on this line, but 
our experience is too immature to report 
data of value. 





SOME POINTS IN THE CURE OF 
INGUINAL HERNIA. 

Lucy (Canadian Medical Journal, Oc- 
tober, 1911) has ingeniously collated from 
many sources certain points which have 
been serviceable to him and are likely to be 
so to others in the operation for the radical 
cure of hernia. He commends the curved 
incision of the skin, beginning nearly one 
inch external to the middle of Poupart’s 
ligament, curving up on the abdomen, and 
ending at the pectineal eminence, as the 
resulting scar-line is out of the way of a 
truss, should wearing one again become 
necessary. 

This flap, dissected down to the external 
oblique and turned down, gives good access 
to the subsequent steps. 

The opening of the canal, recognizing the 
lower end of the sac by its white line, free- 
ing and opening the sac and reducing any 
contents, are all done as usual. 

Kocher’s disposal of the sac is com- 
mended. It is thus done: Grasp the fundus 
of the emptied sac with curved forceps, 
invaginating the sac into itself like the 
finger of a glove, through the canal into 
the peritoneal cavity; keep the ends of for- 
ceps close against the abdominal wall, and 
project their points out through a small 
incision one inch external to the angle of 
the wound, retracting the skin to avoid the 
necessity of cutting it; draw the sac taut; 
tie at the neck; cut off and drop the stump 
back into the wound. Or, if unable to in- 
vaginate the sac, pass the forceps, grasping 
the sac external to the peritoneum, and 
similarly through the abdominal wall. If 
desired, the sac may be tied off high up first 
before grasping it with the forceps, and the 
stump transfixed by the stitch closing the 
abdominal incision. 

Reiss says Kocher’s disposal of the sac is 
the main point in the cure; that when, this 


is done the inguinal canal may be closed 
with No. 1 catgut safely. 

Goldspohn’s method of placing two heavy 
clamp forceps on Poupart’s ligament, letting 
them fall flat on the thigh, is serviceable. 
This faces the internal surface of Poupart’s 
ligament up, greatly facilitating sewing the 
oblique and transversalis fascia to its lower 
internal surface. 

Bassini’s closure. In sewing the internal 
oblique and transversalis fascia to Poupart’s 
ligament, the first stitch includes the edge 
of the rectus muscle, uniting it to Poupart’s 
ligament. Four to six stitches complete this 
row of sutures. The cord is carried to the 
outer angle of the wound. 

If thought advisable, one stitch may be 
placed external to the cord, which lies in its 
natural position. 

Remove the forceps, allowing Poupart’s 
ligament to resume its natural vertical posi- 
tion. Then, beginning at the outer angle, 
sew the external oblique to the upper edge 
of Poupart’s ligament down to where the 
cord and vessels emerge at the pubic bone. 

In closing the skin-flap, adjust it care- 
fully, insert a few buried catgut sutures to 
prevent pocketing, and begin the surface 
sutures in the center of the flap to prevent 
puckering. 

Applying a two-per-cent cocaine solution 
carefully to the patient’s nostrils a few min- 
utes before giving ether abolishes the sense 
of smell. The patients go to sleep quicker, 
not being annoyed by the pungency of the 
ether. 

The author has used this plan in 47 cases, 
with one recurrence, in a child of sixteen 
months, operated on for strangulated 
hernia. The ages of the patients varied 
from five weeks to seventy-four years. 

Finer grades of Marcy’s kangaroo tendon 
are preferred for the deep layers. 

Judd, reporting from the Mayos’ clinic, 
says: “The strength of closure depends al- 
most entirely on the internal oblique, being 
the only structure here with good blood and 
nerve supply.” He reports over 1650 cases, 
with practically only one per cent of recur- 
rences. If the internal oblique looks weak, 
he takes in the aponeurosis of the external 
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oblique in the first row of stitches, to 
strengthen the internal oblique, thus dis- 
placing the cord external to this part of the 
external oblique. 

Kocher, on the other hand, says: “Suture 
of the deep layers, internal oblique, and 
transversalis to Poupart’s ligament is not 
necessary for the cure of ordinary inguinal 
hernia.” He attributes his success largely 
to the use of silk sutures, reporting prac- 
tically 4 per cent of recurrences. Kocher 
says Bassini’s closure shows 5 per cent of 
recurrences. 





RESIDUAL URINE IN OLD MEN. 


MILLER (Practitioner, September, 1911) 
writes on the basis of a personal experience 
an entertaining paper, which has for its 
lesson the fact that old men pass water 
frequently, and get up at night to do so 
because they are too lazy or indifferent to 
fully empty their bladder at each act of 
micturition. He explains with singular 
perspicacity that residual urine is the result 
of not emptying the bladder thoroughly ; 
nor is it merely obstruction that causes re- 
sidual urine—it is a failure to empty the 
bladder, due to insufficient effort being 
made. He believes that the urine can be 
gotten rid of if an effort is made to pass it, 
and that the bladder can be trained to thor- 
oughly and systematically empty itself at 
each act of micturition, and the man thus 
saved from “catheter life.” 

While on first reading this article may 
seem rather amusing, there is a large ele- 
ment of sound common sense in it. One 
of the most striking demonstrations of the 
effect of training the bladder in regard to 
its function was afforded by the late Dr. 
Samuel Alexander, who by this means, sup- 
plemented often, but not always, by surgical 
intervention, was able to cure inveterate 
cases of hyperfrequency or incontinence. 
Moreover, every surgeon of experience re- 
alizes that if a patient with residual urine 
makes gentle but repeated efforts to empty 
‘the bladder night and morning, both his 
days and his nights will be more comfort- 
-able. Indeed, many of the prostatics state 


that the morning is their best time, and on 
investigation it will be found that in the 
course of dressing and shaving they have 
perhaps made five or six efforts at empty- 
ing the bladder, these being much more suc- 
cessful than a single forced, hurried effort. 





AN EXPERIMENTAL COMPARISON BE- 
TWEEN “606” AND IODIDE OF MER- 
CURY AS ANTISYPHILITICS. 

McIntosH and Fiipes (Lancet, Sept. 30, 
1911) consider for experimental purposes 
testicular infection in rabbits much more 
applicable than lesions produced on mon- 
keys. They state that positive inoculations 
are readily obtained in the skin of the 
scrotum or by injecting deeply into the 
testis. Some disadvantage is, however, 
found in the fact that in the rabbit the 
disease is practically local and liable to 
spontaneous cure. No generalized symp- 
toms are observed, only the virus is demon- 
strable in the internal organs by means of 
inoculations of these organs into other ani- 
mals. They followed the effect of medica- 
tion upon the spirochete by means of a 
method of dark-ground illumination, and 
noted that after injection of salvarsan the 
destruction of the microdrganisms began 
about three hours after the injection and 
reached its maximum four to five hours 
after, being complete in seven hours. They 
observed that in man the corresponding 
figure was nine hours after adequate treat- 
ment. Within two hours of injection pain 
over the lesion disappeared, since the animal 
no longer winced under the frequent exam- 
inations. In six hours the ulcer had shrunk 
so much that the scab appeared relatively 
too large. In the course of healing, chan- 
cres on control rabbits remained unaltered. 
In eight weeks the Wassermann reaction 
showed a marked quantitative diminution in 
strength. Owing to a frequent occurrence 
of this reaction in normal rabbits the final 
result may perhaps be taken as negative. 

Mercury was given intravenously in the 
form of the iodide, this salt being most 
suited for the purpose. The effect on the 


spirochztz was found to be much less after 
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two, injections than after one injection of 
“606.” No alteration was found twenty- 
four hours after the first injection, while 
even four days after a few spirochetz were 
found. On the fifth day, however, no or- 
ganisms were detectable. 

The local effect was also much slower. 
As a comparison of the effects obtained be- 
tween “606” and mercury it may be roughly 
assumed that the amount of “606” repre- 
sented one-sixth of an adult human dose, 
while the amount of mercury represented 
three adult human doses. 

As to the iodide of potassium no effect on 
the spirochzetz was observed and no altera- 
tion in the size of the lesion. 





OBSTINATE PRURITUS CURED BY EX- 
CISION OF THE EXTERNAL OR- 
GANS OF GENERATION. 

Cote (New Orleans Medical and Surgi- 
cal Journal, October, 1911) treated a case 
of obstinate pruritus by removal of the 
clitoris, the labia minora, and a part of the 
vestibule and labia majora, with immediate 
relief of symptoms. The case is reported 
four months after this radical procedure. 
In the particular case which he records the 
etiology is obscure. The general itching 
had lasted for three years with periodical 
exacerbations not particularly severe. The 
attacks grew more frequent, and six months 
immediately preceding operation the itching 
was almost constant and was intolerable, 
causing loss of sleep and a condition of pro- 
found despondency. Medical treatment and 
curettement had been perfectly futile. 





THE PRESENT STATUS OF THE OP- 
ERATION FOR HYPOSPADIAS. 

Beck (Medical Record, Oct. %, 1911) 
again proclaims that his operation for 
hypospadias is a successful one and can be 
made use of in the great majority of cases. 
It is stated that in the adult, where the ex- 
tensibility of the urethra is a little over two 
inches, all cases in which the false opening 
is located within one inch of the tip of the 
glans penis are curable by the dislocation 
method. The ideal case for operation is 
one of the balanic type. The patient is 


placed in deep narcosis to assure thorough 
laxity of the organ and prevent possible 
erection of the penis. The entire penis is 
sponged off with alcohol and then coated 
with tincture of iodine. Cotton gloves on 
the hands of the operator facilitate handling 
the organ and prevent slipping. An assist- 
ant grasps the glans very firmly with two 
fingers and exerts moderate traction, so 
that the false opening becomes as prominent 
and as large as possible. A thin rubber 
catheter is introduced to act as a guide 
while the process of dissection is going on. 
The catheter is easily felt by the operator 
through the very thin skin overlying it. 

The incision is made parallel to the 
urethra and to one side of it so as to create 
a small flap with which to lift the urethra 
up and out. Care must be taken, since the 
smallest puncture of the urethra means a 
fistula which may remain permanent. It is 
important to dissect out a sufficient length 
of ‘urethra so as not to cause too much 
tension when a dislocation forward has 
taken place. About two inches is the av- 
erage. 

For creating a new channel in the glans 
a bistoury is serviceable. This is turned to 
the right and left to miake the openings 
sufficiently large. There is always some 
contraction later on, and this must be 
thought of at the time of operation. Four 
thin silk sutures are run through the an- 
terior opening of the urethra equally distant 
from one another. The ends are drawn 
through the new channel in the glans, and 
using the silk threads as a handle the 
urethra is pulled forward into its natural 
position. The sutures are rethreaded on a 
needle and the urethra is stitched to the cir- 
cumference of the freshly created meatus. 
One of the ends may be left long and run 
through or around the catheter to keep it 
from sliding either in or out. The wound 
in the body of the penis is sewed up with 
fine catgut, a thin strip of sterile gauze 
placed over it, and the whole encased in 
an adhesive or collodion dressing. The 
patient is kept on large doses of potassium 
bromide and a bland diet to. prevent erec- 
tions, which will destroy the fruits of the 
operation. If nothing interferes with pri- 
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mary union the catheter may be removed 
after the fifth day and the stitches about the 
tenth. In the penile type the tension placed 
upon the urethra has always caused in- 
curvation, if not when lax, at least when 
the penis was erect. One case of scrotal 


hypospadias required two operations—the 
first one the dislocation of the urethra as 
far forward as possible, and the second the 
formation of Thiersch flaps. Approximately 
80 per cent of the cases seen are in children 
of the Jewish faith. 





REVIEWS. 


TEXT-BOOK OF OpHTHALMoLOGy. By Dr. Ernst 
Fuchs, Professor of Ophthalmology in the 
University of Vienna. Authorized from the 
twelfth revised and greatly enlarged German 
edition, with numerous additions by Alexander 
Duane, M.D., Surgeon Ophthalmic and Aural 
Institute, New York. With 441 illustrations. 
Fourth edition. Philadelphia and London: J. 
B. Lippincott Company, 1911. 

The Text-book of Ophthalmology by Dr. 
Ernst Fuchs is the most important, satis- 
factory, and scholarly single volume on this 
subject in any land. It has been so long 
and so favorably known that it is unneces- 
sary in this notice to do more than call at- 
tention to the fourth edition of an author- 
ized translation, with many additions, by 
Dr. Alexander Duane, and to congratulate 
the American translator and commentator 
on the characteristically admirable work 
which he has performed. One cannot read 
Dr. Fuchs’s book without a perfect con- 
sciousness that each line has been written 
by a master, whether the text refers to 
pathological considerations, clinical details, 
therapeutics, or operative procedures, and 
it is no criticism of Dr. Fuchs’s individual 
work to say that the additions of Dr. Duane 
have greatly enhanced the value of the book. 
In the twelfth edition, from which this 
translation has been made, Dr. Fuchs has 
incorporated an entirely new portion which 
deals with a general introduction to the 
work, and as the translator himself says, 
constitutes an eminently clear and compre- 

_hensive description of the general physiol- 

ogy of the eye, and the pathology, etiology, 
symptomatology, and treatment of eye dis- 
eases as.a whole. No one interested in 
ophthalmic diseases and their treatment can 
afford to be without this book, or afford 
to be unfamilidr with its lucid and inform- 
ing contents. G. E. DES. 


SusHruTA SaMuita. An English Translation 
Based on Original Sanskrit Text. Edited and 
Published by Kaviraj Kunja Lal Bhishagratna. 
With Plates in Three Volumes. Volume I, 
Sitrasthanam, Calcutta, 1907. 

Although the title-page of this book 
shows that it was published in 1907, it has 
just been received for review in the THER- 
APEUTIC GAZETTE. The translator points 
out that few of his countrymen, and fewer 
still of the Western world, have any access 
to the vast medical literature of ancient 
India, and therefore are unable to form an 
independent opinion of the principles of 
the science of life and cure that underlie 
these works of ancient wisdom. He is per- 
fectly convinced that there is much of great 
value in these pages, and points out that the 
English language has been selected as the 
medium of translation because it has now 
become the lingua franca of the world. 
Naturally, the book possesses much more 
interest to the medical historian than to 
the active practitioner. The second volume 
is just coming off the presses, and the 
manuscript of the third volume is ready for 
the printer. As an illustration of the char- 
acter of the text we find the following 
under the title of authoritative verses on 
the subject of suppuration: “As a blazing 
fire fed by gusts of favorable wind soon 
consumes a withered forest, so the incar- 
cerated pus in the absence of any outlet 
attacks and eats away the healthy flesh, 
veins, and nerves of an organism.” The 


latter part of the book, in which many 
recipes are given, calls for drugs which 
are entirely unknown in this country in a 
large majority of instances, but there are 
some substances common to both continents, 
as, for example, the milk of the ewe, the 
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milk of the she-buffalo, the milk of the 
mare, the milk of the woman, and the milk 
of the she-elephant. The latter is said to 
be spermatopoietic, and to invigorate the 
eyesight. 


Pain: Its CausaTION AND DracNnostic SIGNIFI- 
CANCE IN INTERNAL Diseases. By Dr. Rudolf 
Schmidt. Translated and Edited from the 
Second and Enlarged German Edition by Karl 
M. Vogel, M.D., and Hams Zinsser, A.M., 
M.D. Second Edition. The J. B. Lippincott 
Company, Philadelphia, 1911. Price $3.00. 
The recollection that pain is always a 

symptom and never a disease brings to mind 

the second fact that it is often a most im- 

portant diagnostic manifestation which, if 

carefully studied, may guide the physician 
to a true conception of the malady which 
is present, and if carelessly noticed may 
lead him far away from the zone which is 
actually in trouble. The present book is 
divided into ten chapters, all of which are 
readable and interesting. The first deals 
with the sensation of pain; the second with 
the functional modification of pain by pos- 
ture, motion, pressure, food, drinks and 
chemicals and organic function. Then fol- 
lows a chapter upon topography in its rela- 
tion to pain, and another upon the quantity 
and time of occurrence of pain. Other 
chapters deal with pains arising from dis- 
eases of the nervous system, the joints and 
digestive system, the genito-urinary system, 
the respiratory and circulatory systems, 
and lastly, there is a chapter upon cutaneous 
tenderness in visceral disease. It will be 
remembered that in the English-speaking 
world Head has done more toward the lo- 
calization of pain in diseases of the internal 
organs than any one else, and he naturally 
is largely quoted in the text by the author. 

The eighteen figures which illustrate the 

volume appear between the text and the 

index. 


CuRRENTS OF HicH PoTENTIAL, oF HIGH AND OTHER 
FREQUENCIES. By William Buchanan Snow, 
M.D. Second Edition. The Scientific Author’s 
Publishing Company, New York, 1911. Price 
$3.00. 


What with the enthusiasm of certain elec- 
trotherapeutists and the business enterprise 
of manufacturers the subject of the use of 


high-frequency currents is one which just 
at present is greatly interesting many prac- 
titioners. We think it can be said with 
truth that the profession can be divided into 
several classes in regard to their confidence 
in these methods of treatment. There are 
some who are so enthusiastic as to believe 
that by these means we have at last 
reached a method of curing almost every 
ailment. Then there is a second class who 
after installing and employing the apparatus 
which is necessary is within a short time 
equally enthusiastic, but which, after further 
use, seems to lose confidence, so that the 
apparatus which has heretofore been con- 
stantly employed is, after a time, but rarely 
resorted to. Finally, there is still another 
class which is entirely doubtful. In other 
words, they are unbelievers. As a matter 
of fact, a man belonging to any one of these 
classes is partly in error. There can be no 
doubt that high-frequency currents are pos- 
sessed of some therapeutic power, and that 
this power is of such a degree that this 
method of cure or treatment cannot be en- 
tirely set aside by those who have little con- 
fidence in it. Indeed, like most other 
remedial measures, it has distinct limits of 
usefulness and can be used or abused with 
alarming results. Dr. Snow writes as one 
who is not only enthusiastic but thoroughly 
experienced along these lines, and his book 
is well worth consideration by all the classes 
which we have named, since by this means 
each will be able to obtain a clear and cor- 
rect conception of the technique employed 
and the results which can be obtained. 


A Hanppook oF MepicaL D1acGNosis FoR PRACTI- 
TIONERS AND STUDENTS. By J. C. Wilson, A.M., 
M.D. Illustrated. Third Edition. Thoroughly 
Revised. The J. B. Lippincott Company, Phil- 
adelphia, 1911. Price $6.00. 

This is one of the most exhaustive books 
upon Diagnosis which has appeared in the 
English language, covering no less than 1438 
pages. As we pointed out in the review of 
the first edition, it is in reality a text-book 
of the practice of medicine with treat- 
ment and pathology left out; combining 
therewith other parts which deal with the 
diagnosis of disease. It is copiously illus- 
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trated with charts, pictures of patients in 
health and disease, and diagrams. Some 
of these diagrams are excellent; others are 
not so accurate, as in the colored diagrams 
which are found in the opening pages of 
the book. Most of the material which 
deals with special subjects has been con- 
tributed by assistants or friends. of the 
author, whose aid he has obtained in order 
that he might present the views of those 
who are competent to deal with the tech- 
nique of laboratory investigation. The book 
is an excellent one, and its value is proved 
by the fact that it has reached its third 
edition two years after the first appeared. 


Aw INTRODUCTION TO THERAPEUTIC INOCULATION. 
By D.-W. Carmalt Jones, M.A., M.D., M.R.C.P. 
The Macmillan Company, New York, 1911. 
Price $1.25. 

In a book of less than 200 pages Dr. 
Jones discusses the principles and practice 
of therapeutic inoculation, or, as it is com- 
monly called to-day, vaccine therapy. Be- 
ginning with chapters upon spontaneous re- 
covery from bacterial infection and on the 
artificial stimulation of the natural powers 
of recovery, it passes to the preparation and 
use of vaccines and the results obtained by 
employing them in treatment. In the sec- 
ond part of his volume he pays particular 
attention to vaccine therapy and diseases 
of the skin, the alimentary tract, the respir- 
atory tract, the bones and joints, the lym- 
phatic system, diseases of the genito-urinary 
tract, and diseases of the eye and ear. In 
the appendix a description. of the technique 
for the preparation of vaccines, for the 
estimation of the opsonic index, and other 
information is carefully and accurately 
given. Those who are interested in this 
subject, as most practitioners are at this 
time, should thoroughly acquaint them- 
selves with its contents. 


BioLocicAL AsPEcTS OF HUMAN PRosLEMs. By 
Christian A. Herter, M.D. The Macmillan 
Co., New York, 1911. Price $1.50. 

As most of our readers know, the med- 
ical profession was deprived of one of its 
brightest ornaments by the death so early 
in his career of Dr. Herter, who had done 


so much with his ample means, active mind, 
and strong interest in humanity to advance 
medicine in this country during the last 
twenty years. The present volume is com- 
posed of manuscript left in the form of a 
connected draft by Dr. Herter at the time 
of his death. It is based on notes begun 
during a trip to Egypt in 1906, when it 
occurred to the author that the discussion 
of certain human problems from the biolog- 
ical standpoint might prove helpful to his 
children. The opening chapter deals with 
the animal body as a mechanism; the next 
with growth and reproduction; and the 
third with consciousness and the will. Book 
Two, as it is called, which is a subdivision 
of the present volume, deals with the in- 
stinct of self-preservation ; the final chapter 
in this section deals with death and immor- 
tality. Book Three deals with the sex in- 
stinct, and the discussion of this interesting 
problem is excellently carried out. The last 
book, or department, considers the funda- 
mental instincts in their relation to human 
development. 

This is a book that the busy doctor can 
pick up from time to time, and by reading 
a chapter here and there get clearer and 
better views of the problems as they affect 
him and his patients. 


A Manuat or Fevers. By Claude Buchanan Ker, 


M.D., F.R.C.P. Oxford University Press, 
New York, 1911. 
This is a small volume of less than 


300 pages, prepared by one who has 
had much experience in the treatment of 
the eruptive fevers. Dr. Ker is also Lec- 
turer on Infectious Diseases in the Uni- 
versity of Edinburgh, and has written a 
larger and more comprehensive volume, 
which we have previously reviewed with 
praise, upon this subject. This little book 
affords a useful form of collateral reading 
to the student who is studying a book of 
the Practice of Medicine, and presents in 
a succinct form practically all the informa- 
tion which is desired by the general prac- 
titioner who is called upon to treat this 
type of cases; and what general practitioner 
is not face to face with these maladies? 
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The directions as to diagnosis are clear, and 
the differentiation of the various forms of 
infection affords, in a brief form, the facts 
which the physician and the student must 
needs remember. 


Foop Vatues. By Edwin A. Locke, A.M., M.D. 

D. Appleton & Company, New York, 1911. 

In a small book of about 100 pages Dr. 
Locke gives us practical tables for use in 
private practice and public institutions in 
connection with the question of food and 
nutrition. By far the greater portion of 
the book is taken up with such tables, and 
is therefore anything but readable in the 
ordinary sense. The first 21 pages are de- 
voted to the methods of cooking food, the 
body’s preservation of nutrition, the digesti- 
bility of food, and the various proportions 
of protein, carbohydrate, and hydrocarbon 
which are needed for the maintenance of 
health and by those who are suffering from 
disease. 


THE Way WITH THE Nerves. By Joseph Collins, 
M.D. G. P. Putnam’s Sons, New York, 1911. 
Price $1.50. 

This, book is composed of a number of 
letters bearing a similar title which were 
contributed from time to time by Dr. Col- 
lins to the pages of the New York Medical 
Record. Many of our readers are probably 
familiar with them in the earlier form of 
their appearance. The book is designed to 
meet the interest of the layman in this sub- 
ject as well as to stimulate the interest of 
medical men. The author believes that 
there is no reason why the layman should 
not be made acquainted with modern views 
and with the present-day opinions on ner- 
vous diseases. 


CirnicaL Diacnosis. A Text-book of Clinical 
Microscopy and _ Clinical Chemistry. By 
Charles Phillips Emerson, A.B. M.D. Third 
Edition. The J. B. Lippincott Company, Phil- 
adelphia, 1911. Price $5.00. 

When the first edition of this book ap- 
peared in 1906 we reviewed it very favor- 
ably, although some of our contemporaries 
seemed to think less well of it. It is writ- 
ten, as its title indicates, distinctly from 
the standpoint of the clinical laboratory, 


and so is a book which is used by the phy- 
sician in his office and laboratory in the 
examination of secretions, excretions, and 
sputum rather than with the idea that he 
will be able to employ its text directly at 
the bedside. The descriptions of technique 
and the details as to the products which are 
obtained by various processes are clearly 
described in words and well illustrated in 
black-and-white illustrations and in a large 
number of colored plates, most of which 
are beautifully reproduced. As the book 
covers nearly 750 pages, it is readily recog- 
nized that it is exhaustive in the manner 
with which it deals with the various topics 
considered. We believe, as we stated in our 
notice of the first edition, that it is one 
of the best books for students and practi- 
tioners which has appeared. 


Tue Puysictan’s Visitinc List For 1912. P. 
Blakiston’s Son & Company, Philadelphia, 1911. 
This Visiting List, which has now been 

placed before the profession for sixty-one 

years, still possesses the attractive qualities 
of the earlier issues. It occurs in four 

forms: One for 25 patients; one for 50 

patients; another for 50 patients arranged 

in two volumes; one for 75 and one for 

100 patients per week. These four forms 


' occur in what is known as the Regular Edi- 


tion. There is also a Perpetual Edition and 
a Monthly Edition. The price of the vol- 
ume for 25 patients a week is $1.25; for 50 
patients a week, $1.50; for %5 patients a 
week, $2.25; and for 100 patients per week, 
$2.50. , 


TEXxT-BooK oF EmsryoLtocy. By F. R. Bailey, 
A.M., M.D., and A. M. Miller, A.M. 515 illus- 
trations. Second Edition. William Wood & 
Co., New York, 1911. 

This work, admirably suited to the needs 
of the student of medicine, has rapidly 
gained in popularity, as attested by the fact 
that it has become necessary to publish this 
second edition within less than two years. 
The rapid progress made in the science of 
embryology in recent years has compelled 
a fuller and revised treatment of several 
paragraphs, and the few errors of the first 
edition have been corrected. The chapter on 
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the nervous system written by O. S. Strong 
is one of the best descriptions extant. Ob- 
scurities occur in the consideration of 
gastrulation, largely because of the scarcity 
of early human embryos. The significance 
of the neurenteric canal is not clearly stated 
in this connection, but then hardly any text- 
book does so. 

The book promises to achieve continued 
success on its own merits and be of great 
interest and aid to the student of medicine. 

E. A. S. 


DISEASES OF THE Dicestive Canat. By Dr. Paul 
Cohnheim, from the Second German Edition. 
Edited and Translated by Dudley Fulton, M.D. 
Iilustrated. Second Edition. The J. B. Lip- 
pincott Co., Philadelphia, 1911. 
We have already reviewed in terms of 

praise this excellent manual, the first Eng- 
lish edition of which appeared in 1908 and 
the first German edition in 1905. The trans- 
lator has succeeded in presenting all the 
views of the author correctly and succinctly 
without in any way impairing the value of 
the text or falling into the error so com- 
mon to translators of being too literal in 
the process of changing text from one lan- 
guage to another. The excellent illustra- 
tions which the book contains, the formulze 
which are given, and the directions which 
are presented for the use of various diets 
and other forms of treatment should prove 
popular with the general medical reader. 


INTERNATIONAL Ciinics. A Quarterly of Illus- 
trated Clinical Lectures and Especially Pre- 
pared Articles. Edited by Henry W. Cattell, 
A.M., M.D. The J. B. Lippincott Company, 
Philadelphia, 1911. Price $2.00. 

The present volume of International 
Clinics contains articles upon Therapeutics, 
Medicine, Pediatrics, Neurology, Surgery, 
Diseases of the Ear, Obstetrics, Ophthal- 
mology, and the Economies of Medicine. It 
is copiously illustrated. Probably the ar- 
ticles which will prove most interesting are 
those upon the modern treatment of arterio- 
sclerosis by Harlow Brooks; the investiga- 
tion of the duodenum by A. L. Benedict; 
venereal diseases in children and the sur- 
gical treatment of the disabilities following 
poliomyelitis. 


ANESTHESIA AND ANALGESIA. By J. D. Mortimer, 
M.B., F.R.C.S. University of London Press, 
1911. Oxford Medical Publications, New 
York, 1911. 

In fourteen chapters the author of this 
little book gives definite and direct instruc- 
tion as to the means which should be taken 
to relieve pain, and to prevent it during the 
performance of surgical operations. The 
various anesthetics and their mixtures are 
carefully considered. The difficulties, dan- 
gers, and emergencies are discussed, as are 
also the after-effects of anesthetics. We 
are interested to note under the head of 
Spinal Analgesia that the author believes 
that this method should only be resorted to 
when the ordinary anesthetics are quite im- 
possible, and, furthermore, that means for 
giving a general anesthetic should be at 
hand in case the spinal method fails. The 
fourteenth chapter is an important one in 
that it deals with the medicolegal position 
of the anesthetist. 


Lire, DeatH, AND IMMorTALITY. By William 
Hanna Thomson, M.D., LL.D. The Funk & 
Wagnalls Co., New York, 1911. Price by mail, 
$1.10. 

Many years ago Dr. Thomson was one 
of the active medical teachers in New York. 
During his later years he has contributed 
to current literature a number of articles 
dealing with subjects more or less nearly re- 
lated to medicine, attempting to ask and an- 
swer the question “What is Physical Life?” 
and to write upon “Brain and Immortality.” 
The text of the present book is not as deep 
as one might suppose from its title. It is 
rather a series of brief essays, written as 
one man might write to another in a fairly 
long letter, giving vent to his views and 
conceptions of these infinite subjects. 


THe PracricaL MeEpicinE Series. Edited by 
Gustavus P. Head, M.D., and Charles L. Mix, 
A.M., M.D. Volume VI: General Medicine, 
Edited by Frank Billings, M.S., M.D., and J. 
H. Salisbury, A.M., M.D. The Year Book 
Publishers, Chicago, 1911. Price $1.50. 

s 


In a space of about 350 pages Drs. Bill- 
ings and Salisbury attempt successfully to 
sum up for us the advances which have 
been made in medicine during the previous 
Illustrations are employed when 


year. 











REVIEWS. 73 


necessary, but are few and far between. 
We note with interest that they call atten- 
tion to the investigations made by Tyson 
and Jump concerning the treatment of 
ascites by the intraperitoneal injection of 
adrenalin. 


Tue FourtH Puysictan. A Christmas Story. By 
Montgomery Pickett. Illustrated. A. C. Mc- 
Clurg, Chicago, 1911. 


This is a brief story dealing with medical 
matters, as is evidenced from its title, in 
which a physician and an old colored man 
are prominent characters. In less than 150 
pages the author has his say, and the medi- 
cal man who purchases this little volume 
can pass with it a pleasant hour and interest 
and amuse patients who may be waiting in 
his office in times to come. 


MINoR AND EMERGENCY SurRGERY. By Walter T. 
Dannreuther, M.D. W. B. Saunders Co., Phil- 
adelphia and London, 1911. 


The author states that this book has been 
prepared expressly for the members of a 
resident staff; for the interne’s guidance 
when acting independently; to assist the 
ambulance surgeon in emergencies, to sim- 
plify practical work for the junior, and to 


aid the senior in some of his predicaments. 


It is published in the hope that it imay be 
of service to the general practitioner, even 
the specialist. 

The book opens with a few words of ad- 
vice to the interne, some stress being laid 
upon his proper conduct in the presence of 
nurses and orderlies. Brickner is quoted 
to the effect that the visiting chief has as 
a rule a better reason for being wrong than 
the interne has for being right. As for the 
ambulance surgeon, it is aptly remarked 
that he should never forget that he is a 
gentleman as well asa physician, and should 
conduct himself as both. 

The treatment of wounds by irrigation 
with hydrogen peroxide followed by injec- 
tion of tincture of iodine is advised, except 
in apparently clean wounds, when the per- 
oxide is omitted. Strapping is illustrated 
and described. Fractures are treated in 
some detail in so far as their dressings are 


concerned. The illustration of the method 
of treating fracture of the patella by straps 
is somewhat unusual at the present day. 
Under the term acute pyogenic infection are 
described abscess, furuncle, carbuncle, and 
cellulitis. It is somewhat surprising to find 
no mention of cupping as a means of evac- 
uating the pus and sloughs of boil or car- 
buncle. In place of this the author advises 
the exertion of gentle but firm pressure over 
the surrounding skin. For systemic pyo- 
genic infection an enema consisting of 4 
ounces of magnesium sulphate dissolved in 
a pint of cool water, repeated every two 
hours, is strongly advised. Treatment of 
tetanus is regarded as prophylactic—e., 
thorough cleansing and subcutaneous injec- 
tion of 20 Cc. of tetanus antitoxin just 
above the wound. Saturated solution of 
either sodium bicarbonate or picric acid is 
given as the best treatment for burns. Car- 
ron oil is also highly commended. Ulcers 
and bed-sores are treated in accordance with 
accepted ideas. Schafer’s and Laborde’s 
methods of artificial respiration are de- 
scribed. Among the minor operations are 
classed laryngotomy, tracheotomy, hypo- 
dermic injections, skin infiltration, anes- 
thesia, aspiration, paracentesis, spinal anal- 
gesia, phlebotomy, hypodermoclysis, entero- 
clysis, intravenous infusion, direct transtu- 
sion, catheterization, vaccination, skin graft- 
ing. 


OPERATIVE OssTETRIcs. By Edward P. Davis, 
M.D. Illustrated. W. B. Saunders Co., Phil- 
adelphia and London, 1911. 


This book, profusely, admirably, and in- 
telligently illustrated, and with a compre- 
hensive bibliography appended to each sec- 
tion, fulfils in an ideal way the purpose in- 
dicated by the title. Davis says that the 
moving thought in its creation has been to 
state for the benefit of the profession as 
concisely as possible the present-day meth- 
cds of operating in obstetrics. After a brief 
chapter devoted to the Anatomy of the 
Parts Involved, there follow clear discus- 
sions concerning the Condition of the Birth 
Canal Regarding Asepsis, the Prevention 
and Control of Hemorrhage in Normal La- 
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bor, the Pregnant Woman as a Surgical 
Patient, Obstetrical Anesthesia, and the 
Technic of Obstetric Surgery. 

Part I is devoted to the Surgery of Preg- 
nancy, including under this heading Rapid 
and Forcible Dilatation of the Womb, Op- 
eration for Appendicitis, Cholecystotomy in 
Pregnancy, Operations upon the Kidneys 
During Pregnancy, Abdominal Section 
During Pregnancy, and Operation for Ec- 
topic Gestation. 

The second part is devoted to the Sur- 
gery of Labor; the third part to Surgery 
of the Puerperal Period; the fourth part 
to Surgery of the New-born, including the 
Treatment of Fractures, the Treatment of 
Brachial Palsy, Injuries to the Scalp, Con- 
genital Lack of Development, and the 
Treatment of Infection. The book ends 
with some pertinent remarks on circum- 
cision. The work is thoroughly to be com- 
mended. 


OrtHopPepIC SurcErY. By Edward H. Bradford, 
M.D., and Robert W. Lovett, M.D. William 
Wood & Company, New York, 1911. 

The distinguished reputation of the au- 
thors of this work insures for them a cor- 
dial reception of a book which they state 
represents a condensation of matters per- 
taining to orthopedics which may prove 
serviceable to students and to practitioners, 
this condensation embodying the generally 
accepted and authoritative opinions as to 
the nature and treatment of the affections 
under consideration. 

Following the first chapter, which is de- 
voted to a general consideration of tuber- 
culous disease of the bones and joints, the 
Spine, the Hip, and the Knee are treated 
in most satisfactory detail. Arthritis de- 
formans, admirably illustrated and graph- 
ically described, has, concerning its etiol- 
ogy, no new light thrown upon it. Sprains, 
Curvature of the Spine, Infantile Palsy and 
other forms of Paralysis, Functional Affec- 
tions of the Joint, Congenital Dislocations, 
Talipes, Flatfoot—these are the subjects 
which receive major consideration. Many 
others of minor import are most satisfac- 
torily discussed. It is very gratifying to 


find the authors expressing decided views 
in regard to treatment of individual affec- 
tions, since their enormous experience fully 
entitles them to speak with authority. The 
practitioner will find in this book an entirely 
satisfactory guide. 


TUBERCULOUS DISEASES OF BONES AND JOINTS. 
By Sir W. Watson Cheyne, Bart., C.B., F.R.S., 
F.R.C.S., D.Sc, LL.D. Illustrated. Henry 
Frowde, Oxford University Press. Hodder & 
Stoughton, London, 1911. 

The second edition of this admirable 
work indicates that Cheyne, while keenly 
alive to the modern conservative tendency 
concerning localized tuberculous manifesta- 
tions, is not of those who believe that this 
infection should be considered as belonging 
to the domain of the internist. The careful 
pathological study set forth in the first 
chapters of the book is followed by an 
admirable summarization of the principles 
of treatinent. 

The second section of the book is de- 
voted to symptoms and treatment of tuber- 
culous disease of the various joints and 
bones. 

This constitutes a most satisfactory guide 
both to the operating surgeon and to him 
of more conservative tendency. The work 
is one. with which all surgeons who have 
to do with affections of bones and joints 
should be familiar. 


SurcicAL AppLiep ANATOMY. By Sir Frtderick 
Treves, Bart. Sixth Edition, Revised by Pro- 
fessor Keith, M.D., F.R.C.S. Illustrated. Cas- 
sell & Company, Ltd., London, New York, To- 
ronto, and Melbourne, 1911, 

This, the sixth, edition of a book at one 
time the most popular of its kind and still 
widely used and quoted, is chiefly altered 
by Keith in regard to the glands of internal 
secretion, the lymphatic system, and the 
anatomy of the abdomen, and by new facts 
which have been discovered by the use of 
the #-ray in examining the human body. 
Keith states that the book still retains the 
spirit, form, and size given to it by its dis- 
tinguished author. The spirit is that of 


scientific accuracy; the form is of logical 
and applicable arrangement; the size fitted 
to the pocket of the busy doctor. 
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LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





Without doubt the most important event 
in the medical world at the present time 
in this country is the passing of the Insur- 
ance Bill. We have had occasion to refer 
to this in previous letters, and shall there- 
fore not weary our readers by recapitulat- 
ing those clauses which do not find favor 
in the eyes of the profession. It is, how- 
ever, of importance to mention that the bill 
does not come into operation for at least 
six months. During this interval the medi- 
cal profession will have time to organize a 
definite resistance to it. As a body they 
have expressed themselves as unwilling to 
serve under the conditions laid down, and 
consider that they have not had their in- 
terests attended to in the best possible way, 
basing this view on the fact that their chief 
organizer and representative has been given 
a lucrative government post under the new 
act. This was, we understand, approved 
by the Committee of the British Medical 


Association, but has not met with the ap- ' 


proval of the large body of members. In 
fact it is regarded as a clever move on the 
part of the Chancellor of the Exchequer, 
having for its motive the splitting up of 
the organized opposition of the general 
body of medical men throughout the coun- 
try. Be that as it may the fact remains 
that there is general and widely spread 
dissatisfaction over this appointment, and 
there have been many threats that members 
of the B. M. A. will resign their member- 
ship in this body. This would obviously be 
a bad move and would be playing into the 
hands of the government. Wiser counsels 
are likely to prevail; indeed, the Associa- 
tion is trying to enlist the support of those 
members of the profession who have either 
never joined or who have resigned their 
membership from whatever cause. It is 
well known that many have not approved 
of the conduct of the Association when 


faced with different ethical questions. This 
spirit of dissatisfaction showed itself on 
Tuesday last, when a meeting was con- 
vened—but not under the auspices of the 
B. M. A.—at the Queen’s Hall, a meeting 
which was very largely attended, to protest 
against the bill. One of the prominent of- 
ficials of the Association was howled down, 
and in spite of the protest of the chairman 
to allow a fair hearing he was successfully 
prevented from uttering more than a few 
words, and these few words were received 
with expressions of marked and forcible 
disapproval. 

One of the medical journals which has 
gained a large circulation and offers a cer- 
tain amount of insurance against illness, 
recently sent out a referendum paper which 
has been largely answered, and is now 
seeking to obtain promises of adherence to 
the policy of resistance to this measure 
from the bulk of the medical profession, so 
that on all sides there is tumult and a 
spirit of unrest. It was remarked by one 
of the junior members of the government 
the other evening at a semipublic dinner, in 
a sneering sense, that the medical profes- 
sion ought not to object to trades-unions 
because it was one of the best examples of 
that order. The answer was that the pro- 
fession does not object to trades-unions at 
all, but only to the methods employed by 
those bodies. I am not sure that coercion 
is not being attempted in some quarters to 
make men join the B. M. A. Of course 
one of the chief bones of contention is the 
question of remuneration for medical ser- 
vices. No doubt the general health of the 
nation has improved enormously since the 
original standard of annual remuneration 
was fixed, but since that time wages have 
about doubled, the scientific knowledge 
which has to be acquired has increased, the 
duration of the course of medical study has 
been prolonged in proportion, and yet with 
these and other contingent considerations 
the payment offered is to remain unaltered. 
This is a ground for just complaint. The 
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next few years are bound to be of great 
importance to the medical profession, and 
it will be obviously wise either to stick to 
the B. M. A. whatever its faults or to en- 
roll in some similar body which may come 
into existence. There seems to be a strong 
inclination among the members in one of 
the provincial towns to desert the B. M. A. 
and form a separate body, owing to the 
lack of confidence in the present organiza- 
tion. 

The Liverpool School of Tropical Medi- 
cine has recently published another volume 
of Annals containing several papers of im- 
portance and interest. The school is to be 
congratulated on a departure from the 
usual method of only including papers the 
result of work by those who are intimately 
connected with the institution. From the 
pen of Professor Gabbi of Rome is a short 
paper detailing the results of work done by 
himself and his colleagues, which demon- 
strates clearly that many of the milder 
forms of fevers which are rife in Italy and 
Sicily are actually due to the same micro- 
coccus as produces the more severe disease 
Malta fever. This paper goes further and 
shows that the mode of infection is in most 
cases identical, the virus being transmitted 
through the milk of infected goats. The 
percentage of infected goats varies in dif- 
ferent parts of these countries from three 
to seventeen. This paper is followed by 
another on the same subject by Newstead, 
who has shown that the “Papataci” flies 
can also act as carriers of the disease. This 
fly is very small, and the mosquito-net 
meshes are not fine enough to hinder its 
passage. Newstead suggests the employ- 
ment of an electric extraction fan to pro- 
duce an outgoing current of air, against 
which the fly would not be able to force an 
entrance. Simpson and Edie give a résumé 
of Schauman’s work showing that the use 
of decorticated grain is in great measure 
responsible for the production of beriberi, 
and detail certain experiments performed 
on animals in which conditions similar to 
the disease under discussion can be pro- 
duced by prolonged feeding on grain 
treated in this way. These facts are of 


especial interest at the present time owing 
to the recent agitation in favor of standard 
or whole-meal bread. Altogether the vol- 
ume is very interesting and well worth 
reading. 

The King Edward’s Hospital Fund have 
again issued their annual report and show 
that the economies originated by them some 
years ago have during the past year been 
well maintained. Naturally the saving does 
not show such large sums as during the 
first years of the fund’s existence, but even 
in the past twelve months there has been 
a saving of more than £2000 in hospital 
expenditure. 

The Society of Apothecaries, which was 
incorporated as a company as long ago as 
the time of James the First, has decided to 
let part of its site on a building lease, the 
annual ground rent of which should bring 
in over £1000. The Society possesses a 
large site close to the offices of the Times 
newspaper, which has been in its posses- 
sion since the date of incorporation. The 
first hall, which was built about this time, 
was destroyed during the great fire of Lon- 
don, and the present building was erected 
in 1670. Seventeen years later there was 
a great conflict between the apothecaries 
and the physicians. The latter wanted to 
restrict the former to merely selling drugs 
prescribed by themselves and to prohibit 
the power of the apothecaries in any form 
of prescribing. A great controversy existed 
on this question, but in the end the matter 
was taken to the House of Lords, where it 
was finally decided in favor of the apothe- 
caries, who to this day continue to act as 
an examining body in the final subjects, 
and grant a diploma which allows the 
holder to practice. The Society will still 
retain the old hall and examination rooms 
in the present building, but the druggist’s 
shop and some dwelling-houses with a 
warehouse adjoining will be let off. The 
Society owns other extensive premises, to 
which the druggist department will be 
transferred, so that the net result of this 
alteration will be to separate the examining 
hall from the trading buildings, and to se- 
cure an increased income. 








